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Statement of Purposes 


The JourNAL oF CLINICAL AND ExPERIMENTAL PsycHOPATHOLOGY is’ dedicated to the 
search for the fundamental factors in the etiology and pathogenesis of psychiatric dis- 
orders; to the training of an alert, progressive, and qualified psychiatric personnel; and 
to the stimulation and support of all phases of psychiatric service and research—biologic, 
chemical, psychologic, physiologic, and social. 

In the pursuit of these aims, the JouRNAL oF CiinicAL AND ExpERIMENTAL PsycHo- 
PATHOLOGY will venture wherever the quest may lead. Its sole criterion will be the promise 
of an increment in the understanding of the mind’s ills. It will seek, above all, to bridge 


national boundaries, language barriers, and the artificial demarcations of schools and trends. 


The JouRNAL OF CLINICAL AND ExPERIMENTAL PsycHopaTHo oecy holds that there is no 
justification for the present discrepancy between the rich scientific technology available 
to psychiatry and the poverty of technics in current use in diagnosis, treatment, and 
research; no need for the gap between the promise of research and the paralysis of inquiry; 
no excuse for the lag of years between discovery and publication, demonstration and 
application in practice; no sound reason for the tragic chasm between the desire of the 
public for psychiatric education and guidance and the failure of the profession to provide 
the inspiration and leadership that would fully mobilize all latent potentialities. In brief, 
the JouRNAL oF CLINICAL AND ExPERIMENTAL PsycHOPATHOLOGy is dedicated to the ful- 


fillment of psychiatry as a science and a humanity devoted to the interests of all mankind. 


The JourNAL oF CLINICAL AND ExpERIMENTAL PsycHopaATHoLoey looks on psychiatry 
as an integral whole that is, in turn, an organic part of the world of science. It seeks to be 
not a mere sheaf of passive paper, but a dynamic organism by means of which its editorial 
board will endeavor to utilize every opportunity and facility in the field of human knowl- 


edge to fulfill the tasks to which it is dedicated. 
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Euthanasia 


Finn Rud, M.D. 


BERGEN, NORWAY 


The word “euthanasia” has a Greek origin and is made up of two component parts, namely 
eu and thanatos. The best translation for eu is: easy, happy, pleasant, painless, while 
thanatos means death. The meaning of the word is therefore: an easy, painless death. To 
relieve the pains that precede death is the duty of every doctor and may truly be called one 
of the outstanding missions of the medical profession. This explains why this particular 
form of euthanasia is universally recognized and accepted. 

In more specific cases, however, euthanasia is not merely conceived as an easy, painless 
death, but as a legal right for a person desirous of avoiding the suffering and the long agony 
of an incurable disease to have one’s own life brought swiftly and painlessly to an end. This 
particular form of euthanasia is precisely the one which we propose to discuss in the present 
article. 

Death, when assuming this special form, is known in English as “mercy killing.” It is a 
well-known fact that this form of death is in conflict today, in all civilized countries, with 
social standards. 

It has not always been so, however. The problem of euthanasia has a long history char- 
acterized by many changing concepts. 

Its forerunners are already found in infanticide as practiced by ancient Sparta. A few 
of the philosophers of those days also endorsed both infanticide and suicide. 

Thus, Plutarch maintained that infanticide found its justification in the fact that mal- 
formed babies were a burden not only to society and to their family, but to themselves as 
well. Plato considered unbearable pain as a valid reason for suicide. He also recommended 
getting rid of puny and invalid children. Similarly, Aristotle advised against allowing de- 
fective children to live. 

Meanwhile, children were not alone to be menaced in their very existence in ancient times. 
The same threat hovered over old people. For example, it was quite common in ancient 
Sardinia to kill the aged. It is also worthy to note that infanticide, as well as the homicide 
of the aged, have been observed among certain primitive people. 
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Judaism broke away from these old traditions. And Christianity, in its very essence, has 
always been strongly opposed to euthanasia, in any of its forms: suicide, infanticide, and 
homicide of the aged. 

Intellectuals, however, have usually maintained the right of suicide; such is the doctrine 
advanced by Thomas More and David Hume. On the other hand, Saint Thomas Aquinas, 
in his book entitled, Somme Contre les Gentils (The Case Against the Gentiles), vigorously 
attacks such doctrine. 

Approximately 15 years ago, the problem of euthanasia once more came to the fore, but in 
a more modern and rational form. At first, scattered voices were raised from time to time, 
until finally a well-conceived movement was organized, under the auspices of the leading 
medical authorities in Great Britain, which eventually led to the establishment of the 
Voluntary Euthanasia Legalization Society. This organization displayed great activity and 
progress and, as early as 1936, contributed a bill on euthanasia which was presented to 
parliament. 

A number of well-known medical authorities joined the British movement. Julian S. 
Huxley, Harold J. Laski, and George Bernard Shaw were among the laymen who supported 
the organization. This organization gave the initial impetus to the foundation of The 
Euthanasia Society of America in 1938. 

During the last few years, the Society has worked intensively toward obtaining the rati- 
fication of a law in the State of New York legalizing the so-called “liberating death.” At 
the time when this bill was presented, it was sponsored by 1,776 physicians in the State of 
New York. The main features of this proposed law we shall now consider briefly in the 
following paragraphs. 

' This bill sets forth that any person of sound mind, over 21 years of age, and suffering from 
a painful, incurable disease, may apply to the Euthanasia Board. The application shall be 
accompanied with a medical certificate proving that the disease is incurable. The Board 
shall be composed of three persons, at least two of whom shall be physicians. If the appli- 
cation is accepted, and provided the applicant (i. e. the patient) still wants it, then eutha- 
nasia may take place. 

The Voluntary Euthanasia Legalization Society has filed a similar application with the 
League of Nations. The objective pursued is that human beings be given the right to die 
an easy death. Some people urge that such a privilege should be included in the Declaration 
of the Rights of Man as accepted by the League of Nations. In my opinion, this is a crucial 
point which deserves to be fully discussed, inasmuch as the proclamation of new rights for 
mankind would mark a new era in our cultural development. 

Before dealing with this subject, however, the present status of the problem of euthanasia 
will be reviewed and a brief account of the polemics to which this problem has given rise 
will also be given. 

It has already been mentioned that our present-day society does not accept euthanasia 
in any form. This explains why the fact of participating in a “liberating death” is in all 
cases punishable. The laws of Norway have incorporated such concept in their penal code, 
paragraph 235. Such paragraph 235 of the penal code adds, however, that the penalty may 
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4 be reduced below the minimum stipulated, and the punishment somewhat mitigated. 
» The position of the Church with regard to euthanasia has always been very definite and 
“uncompromising. 

It is precisely these basic doctrines, both in the field of law and in the religious sphere, 
which the proponents of euthanasia attack from time to time, since they are particularly 
anxious to amend the social concept of human rights pertaining to this matter. It appears 
that such proponents maintain that the arguments advanced by their opponents against 
euthanasia are based on personal feelings rather than on pure reason. These alleged feelings, 
as opposed to the so-called arguments of pure reason, must be examined closely. 

It must be recognized from the outset that the problem in question is bound to arouse 
personal feelings. The absence of such a reaction would be unnatural. The question is, 

_ however, whether the argument based on pure feelings is not just as strongly valid in both 
camps, that is also on the side of the proponents of euthanasia. (The adversaries of eutha- 
nasia object strenuously against any form of induced death. ) Likewise, the proponents have 
a similar reaction with respect to allowing pain or other suffering to persist in a human J 
being when only partial relief is possible. 

The initial names adopted for euthanasia, mercy killing and merciful homicide, in them- 
selves prove that personal feelings play a significant part in this field. “Liberating death,” 
on the other hand, has an infinitely less subjective ring. 

In view of this, it is the author’s opinion that, whenever discussing the problem of eutha- 

/ nasia, it is difficult to determine, and this is often the case, to what extent a rational argu- 

: ment actually is based on personal feeling. The author has given much thought to this 

: aspect of euthanasia, reason and feeling, and he states that the explanation was not easy 
to find. One day, however, after reading a chronologic account on the Norwegian journalist 
author, Svend Elvestad, the author was impressed and helped by a few significant thoughts. 
The writer of the above article stated, referring to Elvestad, that he was one of the few men 
of his time able to think rationally with his heart. And so the author has come to the con- 
clusion that the problem of euthanasia should be studied simultaneously by the mind as 
well as by the heart, since the object in view is to introduce such doctrine as a new proc- 
lamation of the rights of man. 

In connection with this reason-feeling controversy, it seems proper, before analyzing the 
question more closely, to give a brief account of the discussions to which the problem of 


‘ euthanasia has given rise. 

; From a purely general standpoint, it can be asserted that, at least partially, the debates 
i on the problem have been tinged with a certain amount of confusion and paralogisms. 
; Finally, and this is very important, the tone of the discussions was not sufficiently psy- 
f chologic. This is why this particular aspect of euthanasia is reviewed in more detail 
further on. 


“Obviously, the mental condition of the persons concerned must be taken into account. 
The feeble-minded and the mentally deranged should be barred from any discussion on the 
advisability of euthanasia; likewise, close relatives of the patients should not be allowed to 
request euthanasia. 
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Mention has been made previously of paralogisms. A paralogism is a break or lack of 
continuity in logical reasoning by unconsciously making use of secondary concepts or mean- 
ings. Let us borrow an example from the Aall’s logic: 

“The pine grows in our forests; 
This log is pine; therefore: this log grows in our forests.” 

The paralogisms used in attacking and defending the problem of euthanasia are many. 
Let us take one of the pamphlets of the Euthanasia Society of America entitled Merciful 
Release. In the chapter “Pro and Con,” 11 arguments against euthanasia are given, together 
with the answer of the Society. Article 2 reads: “Euthanasia is in conflict with the com- 
mandments of the Bible, in particular with the one saying: Thou shalt not kill.” Thé 


Society gives the following retort: “Those who find a justification for war and capital / 


punishment cannot logically, on the basis of this argument, condemn euthanasia.” 

It should be noted that the above retort takes no account whatsoever of the difference in 
motives from which death arises in the case of war, of capital punishment, and of eutha- 
nasia, and thus places on the same level these three greatly diverging forms of induced death. 

Let us examine this question more closely!’ If the author were to shoot down a plane 
carrying an atomic bomb, it would be for the purpose of saving hundreds of thousands of 
healthy individuals from an inevitable death, either sudden or relatively slow. Thus he 
would spare the proponents of euthanasia the torment which would unfailingly be their lot 
if they were given the opportunity of seeing all those who, according to their own doctrine, 
would require euthanasia after the dropping of the bomb. / The reason the author decided 
to shoot down the plane and kill the aviators is simply because he wants to keep death 
away. In the situation described, however, namely that arising from war, there is a question 
of choice involved, and that is a relative situation. Someone must die and the author 
would select the one possibility resulting in the lowest death rate. 

On the other hand, in euthanasia, no such relative situations ever occur concerning the 
form of death; the only choice is between pain and death. 

One is tempted to reply in the manner of Erasmus Montanus: A parallel exists between 
death by euthanasia and death in war, hence the conclusion: euthanasia = war. How- 
ever, such reasoning is basically faulty, and the reason for such confusion lies in the fact 
that one forgets too easily that the concept of death, like most other concepts, varies greatly 
in significance. With regard to capital punishment, similar viewpoints can be maintained. 
Thus, no one questions the difference of motives associated with the execution of a spy and 
with the condemnation of a common law criminal. 

In Article 7, the argument against euthanasia reads as follows: In spite of all, a patient 
may get better. Doctors may have misjudged the case. To this, the Euthanasia Society 
retorts: Doctors themselves may be wrong in recommending an operation. The best thing 
for the patient is to follow the doctor’s advice. 

As can be seen from the above, a parallel is drawn here between certain death by eu- 
thanasia and death following an operation. I do not know exactly what the highest inci- 
dence of death is in connection with operations, but, no doubt, it is in all cases below 100 
per cent, which is the incidence rate for euthanasia. Here the paralogism is flagrant. 
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In Article 9, the argument against euthanasia is expressed in these words: Ethics, in the 
field of medicine, forbids that a doctor destroy life. To this, it can be replied: This rule has 
a number of exceptions. Thus, a doctor will induce abortion when the life or the health of 
the expectant mother is at stake. Also at birth, a physician will sacrifice, ir an emergency, 
the life of the child in order to save the mother. 

Actually, a twofold error is committed in this reasoning. The proponents of euthanasia 
place in parallel two different concepts: the death of the mother and the death of the child. 
In all probability, one of the two must die. In the situation described, there is often the 
risk that both might die. It must, therefore, be recognized that it is not in conflict with the 
concept of individual rights to state that, in this particular case, the doctor has to make a 
choice and save the one life which is the most valuable both for the family and for society. 

The second error in this reasoning occurs when a parallel is made between what death 
reaps and the relationship of death to pain. Concerning this Erasmus Montanus would say: 


Abortion and perforation mean death; euthanasia means death; 
Therefore: abortion plus perforation = euthanasia. 

To conclude this general outline, it is not amiss to add that animals also have played a 
certain part in this discussion. The position which the proponents of euthanasia take in 
this connection is fully set forth in a statement made by Dr. W. R. Inge, Dean of St. Paul 
Cathedral. In his book entitled, Christian Ethics and Modern Problems, he writes the fol- 
lowing significant passage: “It seems to be inconsistent and illogical that a person is con- 
demned for having failed to kill his horse or his dog to put an end to its suffering, while, on 
the other hand, hanging is ordered for murder to a person who gave too heavy a dose of 
morphine to a cancer patient.” 

In my opinion, those who share this point of view are losing sight of two important points. 
In the first place, they forget that man, psychically speaking, has a much stronger structure 
than animals. In the second place, they disregard the fact that the relations between man 
and his fellowmen are on a much more intimate and significant plane than in the case of 
animals; this is true both in life and in death. Finally, it must be presumed that, even though 
killing a suffering animal is an act of mercy, the obvious benefit resulting for the owner 
probably plays the leading role in making such decision. 

More personal aspects of the problem of euthanasia will now be examined. At the present 
time, efforts are being made to raise euthanasia to the level of a right of man. It is not 
amiss to dwell for a few moments on this concept of the right of man. 

According to the theory of natural law, a human right constitutes an innate right, there- 
fore, one of which an individual cannot be deprived and which the government of a country 
must recognize to all its citizens and guarantee to them. Thus, the rights of man must be 
for each individual an absolute, unrestricted privilege. 

The author is not concerned here with the question of permanence of the theory of natural 
law. He merely points out that, despite the great significance which the rights of man have 
assumed in the building up of the way of life in the United States and in the democracies of 
the Western World, they have been a target forcriticism, both on the part of the conserva- 
tives and of the liberals. 
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In the author’s opinion, Karl Marx has made the most enlightening criticism of the doc- 
trine of the rights of man. In any event, it is proper that such criticism is considered. 

Marx states: “None of the rights of man contemplates any other viewpoint than human 
selfishness. They do not consider man as being a member of the race and of society. On 
the contrary, race and society are only seen as an outside frame for individuals, as a mere 
limit to the independence which is devolved upon them by nature.” 

It is obvious that the rights of man were bound to contain such shortcomings, since they 
were drawn up in a particularly individualistic period of history. Since then, the develop- 
ment of industrialism has brought about a somewhat modified concept of the rights of man. 
While it continued to be~accepted that purely individualistic rights must be preserved, 
realization came at the same time to mankind that there was something else beside those 
rights, namely the collective right. This social aspect of the rights of man assumed its final 
shape in the pact of the League of Nations. 

Thus, there was introduced in connection with the rights of man, an implied limitation, 
namely to take one’s fellow men into consideration. The exercise of any of the rights of man 
must not cause any wrong to anyone. 

The most important issue in this discussion is raised by the following question: Can 
euthanasia be recognized as an absolute and unquestionable boon for everyone concerned, 

' while at the same time causing no wrong to any other person? In other words, is it possible 
to conceive euthanasia, taken in its strictly modern meaning, as one of the rights of man? 

In order to answer this fundamental question, we must first briefly discuss death, which 
is the inevitable corollary of euthanasia. Many authors have written on the subject of 
death, both from the religious and the philosophic standpoint. 

In poetry, as well as in art, death is alternately extolled and mourned. It can be said that, 
in connection with euthanasia, it is welcome as a friend and liberator from pain and suffering. 

As can be seen from the above, the concepts of death vary to a considerable degree. It 
is, therefore, quite natural if we doctors ask ourselves the question: What do we know about 
death, scientifically speaking? What do we know about the psychology of death? What 
takes place in the conscious mind when natural death draws near? Is it painful to die? 
Furthermore, when discussing the problem of euthanasia, it is our duty to ask ourselves the 
following question: from a psychologic viewpoint, is there a difference between a natural 
slow death and the quicker, artificially induced death characteristic of euthanasia. And 
finally: what will happen before the time when euthanasia is used in actual practice? To 
these questions, no definite answer is yet available. The psychology of euthanasia is still 
today a blank, unwritten page. 

Very little is known about the psychology of “natural” death. Due to its nature, death 
is a difficult and delicate phenomenon to explore. 

While the author was studying these problems, he recalled a book, On Death by Oscar 
Bloch, which he had read many years previously and which his venerable teacher, Professor 
Ragnar Vogt, had recommended. Although this book was published back in 1903, it is still 
a timely document today. As far as the author knows, it is the only book in existence which 

__ affords a fairly complete answer on what takes place within us when death, in one way or 
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another, draws near. It, therefore, seems proper to give a brief account of this remarkable 
volume. 

The book contains a series of case reports all terminating in death. Furthermore, it 
gives numerous accounts of violent deaths: executions, death by famine, by thirst. In the 
introduction, Bloch cites the book written by the well-known Danish physician, Henrik 
Callisens: Physical and Medical Considerations on Copenhagen, 1809. In the chapter en- 
titled ‘“‘Fear of Death,” one reads: ‘‘Misconceptions are commonly entertained about death 
and agony, about the supposed violent separation of the soul leaving the body, and about 
the suffering and the anguish which most people imagine to be inseparable from death. 
This is usually a mistaken idea. As a matter of fact, man is no more conscious of leaving 
this world as he is conscious of entering it at birth. The beginning and the end of life are 
identical. Consciousness and the sense of feeling decrease gradually along with physical 
vitality. The cramps, the death rattle, the apparent fear are frightening for the spectators 
only, not for the moribund, just as an epileptic having a fit does not realize what frightens 
those witnessing it so much. I have myself been present at the death bed of many persons, 
and I am fully convinced of the truthfulness of my statements. What every human being 
can be afraid of is physical pain, prolonged suffering, at the thought of which our nature 
trembles with fear, but not of death itself. All species of the animal kingdom seem to die 
peaceably. As to religion, it does not teach us the fear of death either, but proposes to 
make us conscious of our ultimate goal so that we may amend our ways in life.” 

Bloch also adds: “‘As previously mentioned, I have endeavored in this book to throw light 
in different ways on the truth contained in these words, which every doctor having ex- 
perience in the matter can corroborate.” 

From the abundant data gathered in the course of his investigations, Bloch arrives at the 
conclusion that no two persons die in the same manner. Further on, one reads: “Indeed, 
for the moribund, dying is like falling asleep. In the same manner asa child soundly sleeping 
does not feel the hand that touches him and does not awake even when a bright light is 
brought near his eyes or a loud noise resounds in his room, so sleeps also the moribund just 
before death.” 

And still further, one reads: “The reader who has followed closely our explanations will 
realize that the phenomenon of death does not imply a struggle; the moribund does not know 
himself when he will breathe his last.” 

After discussing the fate of the body after death, the book closes with Shakespeare’s 
famous words: “As to the human soul—there are more things in Heaven and earth than are 
dreamt of in our philosophy.” 

Some people may object: ‘This is all very well. What we are discussing, however, is not 
death itself, but the moment that precedes it.’’ While this is true, it should be remembered 
that death and its outward signs are the consequence of corporal and spiritual phenomena in 
this phase of human life with which we are concerned here. It is from this particular stand- 

point that the author has undertaken the study of this strange phenomenon that is death. 

The author has tried to emphasize the extraordinary fact that most human beings leave 
this earth, to which they were so strongly attached, in a calm and resigned manner, without. 


volume xiv, number 1, March, 1953 | Kf 


JOURNAL OF CLINICAL AND EXPERIMENTAL PSYCHOPATHOLOGY 








FINN RUD 


any fear. As Diogenes declared a moment before he died: ‘‘One of the two brothers has got 
hold of the other. Death is overpowering sleep in the final clinch.” 

Furthermore, the author wishes to call attention to the fact that no two persons die in 
exactly the same manner. We are, therefore, confronted with this curious phenomenon: 
life’s experiences of all sorts, good or bad, sorrow and joy, our reflections on the past, on the 
meaning of life, its significance after death, contrition, pardon, the concern for those left 
behind, the pain and suffering due to sickness, all this leads to a peaceful and a tranquil 
death, and above all, to an individual death. 

It is clear that we are in the presence of a strange composite phenomenon, a sort of syn- 
thesis or spiritual integration in which all the factors just mentioned find their place. Simi- 
larly to the laborious multistage development which man’s personality undergoes from the 
very moment of birth, so it is also the author’s firm belief that, from a purely psychologic 
and physical viewpoint, a final synthesis of the personality takes place before death. 

In ancient times, men greatly concerned themselves with the activity of the conscious 
mind just before death. When a dying man regained consciousness, momentarily, the persons 
present would listen carefully to his last words, being of the opinion that these were pro- 
phetic words. What was known under the name of vaticinatio morientium seems to be the 
parallel of our modern psychologic considerations. In fact, we still record today the last 
words of great men to preserve them for posterity. 

In close relation with what was stated previously about the soul and about death, there 
is a case which, while unknown to most people, demonstrates, clearly, the influence of im- 
minent death on the mind. It is, indeed, an extraordinary phenomenon that when mentally 
deranged persons, in particular schizophrenics, are about to die from fevers or other physical 
ills, it is a common occurrence that they recover complete lucidity of mind. Patients, 
known’ to have been dumb and stupid for many years, begin suddenly to talk and to speak 
of the past in a most natural manner. In such cases, they often display a good memory of 
facts, a genuine sentimental appreciation, and a fairly sound judgment. 

Henrik Wergeland is truly the one author who has best shown the values which imminent 
death can produce within the human soul. I shall take the liberty of quoting the last two 
verses of the poem entitled, “The Bedridden,” as they have a direct bearing on our dis- 
cussion: 

“If death could but grant me a respite 
Until the arrival of Flore (Flower Goddess). 
But o, it has already enveloped my bosom, 
Has crushed it with its bony grip, and 
With the tube of its treacherous trumpet, 
Has pierced me without uttering a sound. 


“O sensation already forgiven, 
Like a bath. 
An angel's finger has lightly touched my eyes. 
It was my mother’s finger. 
Her soul is now 
Like a purified blossom, 
Just out of the bud, happy as a child.” 
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The author maintains that the result of this above-mentioned intimate association, of this 
spiritual synthesis, is the reason most human beings face death calmly, with their soul as 
well as their body, in an individual manner. This is the most important, scientifically 
natural argument against euthanasia. In fact, the author has himself asked the question: 
Is one in a position to know to what extent this integration has taken place? The answer 
must necessarily be in the negative. A painful fit may be hard to bear, but it can be atten- 
uated even though it may return later. But is one justified, on account of one, two or more 
painful attacks, to intervene in what is called the final spiritual synthesis, which one is 
actually unable to judge? The author found it necessary to answer negatively to this 
question. 

During the period of spiritual development of a child, one’s duty is to supervise his edu- 
cation, to make sure that it is in accordance with accepted standards. No one should have 
the right, however, to intervene directly in this work of integration by means liable to dis- 
turb the child’s individual and harmonious growth. 

No one has the right to intervene in the final synthesis of life, and it is the author’s per- 
sonal belief that euthanasia is a violation of the right which every human being has to die 
an individual and harmonious death. Furthermore, among those who requested euthanasia, 
there are many who, in the last analysis, would realize their moral imperfection and for this 
reason would enter a more peaceful phase of their illness. 

Another question to be considered is: Can it be assumed that euthanasia, in the event 
that the final spiritual synthesis is not completed, may cause moral torment equal to physical 
suffering or even exceeding it? By sparing bodily pain to the patient, it may be that he 
would be burdened with inconceivable mental torture, even though it be of short duration. 
A great many melancholiacs, for example, have confessed that the most excruciating bodily 
pains cannot begin to compare with spiritual torments. 

Does not euthanasia afford the possibility of personal regrets and of religious scruples on 
account of the fact that many persons feel that this form of death is degrading and that 
they did not bear their fate to the end due to lack of courage to stand their physical pains? 
In short, it seems it is not possible to assert that the new proposed right of man entails no 
risk of doing wrong to the recipient. That is why the author cannot recognize euthanasia 
as a human right, in the strict sense of this word. It does not constitute the absolute good. 
As for the purely religious aspect of euthanasia, it is natural to ponder a little on the question 
of life after death. Three possible answers may be given to this question, namely: (1) I 
believe, i. e., as a believer of some religion; (2) I believe, i. e., as atheist; (3) I do not know. 

Atheism is nonscientific and arrogant in its present attitude. It is improper to exclude 
the possibility of the existence of concepts, just because today they are out of the range of 
our unsharpened or at least insufficiently sharpened senses. 

There is more between heaven and earth, which we are unable to explain in the present 
state of our knowledge. This, among other things, has been taught to me by psychiatry. 
As long as I do not know anything on this problem, I will refrain from endorsing euthanasia, 
and this for two reasons: 

‘1. I do not feel free to intervene in something and thus to change its course, while 
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I do not know the consequences which my action will have. 
2. On this basis, I do not wish to offend the religious feelings of my fellow-men. 

A human right cannot be absolutely personal; it must also take into consideration the 
respect of others. In such borderline cases as this, it is specially necessary to take into 
account the life concept of the majority of men. This is the reason the author does not feel 
that euthanasia fulfills the requirements imposed by certain social prejudices to take rank 
among the rights of man. 

In the foregoing, we have endeavored to present euthanasia from the point of view of 
natural science and of legal philosophy. 

The strictly medical viewpoint covers four distinct fields: (1) statistics, (2) diagnosis, 
(3) prognosis, and (4) scientific research. 

The euthanasia group actually have no statistics to prove their points. It is always rea- 
sonable to expect a person submitting a proposition of amendment to base his arguments on 
figures. This is one instance in which the proponents of euthanasia have failed. It seems 
that their opinion is based, to too great an extent, on personal feelings, and that in the 
majority of cases, their arguments are merely the result of their having been present at a 
deathbed, sometimes only once, at most a few times. 

They seem to lose sight of the following fact and to ask this simple question. Every day, 
throughout the world, there certainly die hundreds of thousands of individuals. How many 
among these wish to be subjected to euthanasia? Very few indeed. What proportion of 
people commit suicide on account of bodily ailments? The answer would also be: very few 
indeed. Possibly, the counterargument is that the number of people has nothing to do in 
the matter and that it is the suffering few who should be considered. The retort to that 
statement is: Then, it is completely illusory to speak of a new right of man, since a real right 
of man should have at the same time a social character. 

Euthanasia should not be permitted because of a few individuals. It might lead too often 
to unfortunate and sometimes fatal situations. 

The difficulties relating to diagnosis and prognosis have been sufficiently brought to light 
in the beginning of this discussion which makes it unnecessary to dwell on them here. 
Psychiatry is a branch of medicine that is relatively new, so that, diagnoses have a sympt- 
omatic character, based to a great extent on experience. This is also true of prognoses, 
which are also part of the natural development of medical science, taken as a whole. Some 
technics have gone further than others, so that they effect a more reliable diagnosis and 
prognosis. As far as is known, however, no one has yet succeeded in obtaining absolute 
dependability (100 per cent certainty). And it is not possible to draw a line when dealing 
with such a delicate problem as euthanasia. As a psychiatrist, the author can say that 
euthanasia, considered from a purely medical standpoint, is indisputable. 

All medical technics record from time to time great victories. Medicine contemplates 
unceasingly, in the light of experience, new methods of treatment capable of helping patients 
whose cases had been heretofore considered helpless. Furthermore, suppose that euthanasia 
had been practised for many years. The question which could be raised now would be the 
following: How many cases of euthanasia would have appeared unjustified after the in- 
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troduction of insulin, of the treatment of malaria, of the liver ailments, x-rays, radium? 
Medical technics often become successful with the introduction of new methods of treat- 
ment, which save life and relieve pain. What causes this constant progress of medicine? 
The answer is scientific research, the main incentive of which is the struggle against pain 
and death. The word “medicine” itself contains such meaning in its etymology. Eutha- 
nasia, had it been practiced, would have deprived the world of many methods of treatment 
for the cure and the relief of corporal suffering. 

The juridico-medical aspect of the problem of euthanasia should also be given some 
thought. As everyone realizes it, death is a special condition which concerns not only the 
person experiencing it, but also his family, his relatives and friends, and society at large. 
As an illustration of this, it might be noted that, probably for the first time in a man’s life, 
there stand at his bed a clergyman, a doctor, and a lawyer. And this is a deathbed. The 
doctor will draw on his skill to relieve physical and mental pain. The clergyman will pro- 
vide religious comfort, according to the particular convictions of the dying man. The lawyer 
will see to it that the last wishes of the moribund are respected and are correctly and legally 
interpreted in the will that will be drawn up. 

There is no doubt that euthanasia would only add new difficulties to the many questions 
which arise at the time of the writing of a will. Should euthanasia be administered too 
soon, it would thus disrupt the final moral synthesis, which was discussed previously, so 
that, in certain cases, the will drawn up by the person would not be the expression of the 
final and deepest wish of the testator. 

There is also the possibility that euthanasia would produce entirely new and unsuspected 
psychologic situations, a forced attitude of mind arising from a sickly doubt. Furthermore, 
another delicate problem would be encountered: that of the oral will and testament. 

By adopting euthanasia, it would be even more difficult to draw a line between a genuine 
“declaration expressing the true will’’ and “vague words uttered at random.”’ Furthermore, 
the rules and regulations governing testamentary instruments differ so widely between coun- 
tries that any comprehensive discussion on this topic would exceed the scope of an article 
such as this. 

However, on the basis of these psychologic considerations and of psychiatric law, the 
author feels justified in concluding that euthanasia entails a certain risk to other individuals 
as well as to the dying person. We are once more confronted with a situation where the 
requirement of a limited benefit for society, added to the individual right of man, is not 
fulfilled. 

Life teaches that the deeper one goes into problems, the more one is inclined to favor 
both sides instead of assuming a definite pro or con attitude for one specific side. Yet, there 
are cases in life where it is impossible to arrive at a concept causing the balance to swing to 
both sides. 

This is precisely what the author experienced here after having tried to analyze the prob- 
lem of euthanasia from the viewpoints of legal philosophy, natural science, religion, and 
medical jurisprudence. He was unable to reach the conclusion that it constitutes a genuine 
right of man, and this is why he feels he must necessarily reject it as a method of relief. 
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RESUMEN 


El problema de la eutanasia se analiza desde los puntos de vista siguientes: filosofia de la 
justicia, ciencia natural, religidn y medicina legal. 

La cuestidn de si la eutanasia debe ser considerada como un nuevo derecho humano, debe 
contestarse negativamente. La clasificacién cientifico-natural puede ser abordada desde los 
puntos de vista, estadistico, diagndstico, prondstico y de investigacién. A través de este 
andlisis la idea de Ja eutanasia resulta insostenible para el autor. En cuanto al aspecto 
religioso de la cuestién el autor opina que la eutanasia no puede justificarse, sea cual fuere 
la actitud del individuo ante la vida. 

Por ultimo, el autor, sostiene que la eutanasia puede crear complicaciones legales. Por lo 
tanto, la eutanasia debe ser completamente rechazada como forma de aliviar un problema 
humano. 


RESUME 


Le probléme de l’euthanasie s’analyse des points de vue suivants: philosophie de droit, 
science naturelle, religion et médecine légale. 

A la question de si l’euthanasie devrait étre considérée comme un nouveau droit humain, 
l’auteur trouve que l’on doit répondre négativement. L’analyse, selon le point de vue science 
naturelle, peut se faire par statistique, diagnostique, pronostique et recherche. Par cette 
analyse, encore, |’auteur trouve l’idée de l’euthanasie insoutenable. Pour I’aspect religieux 
de la question, l’auteur est d’avis que l’euthanasie ne peut étre justifiée, quelle que soit 
l’attitude de l’individu envers la vie. 

Et finalement, l’auteur soutient que l’euthanasie peut créer des complications légales. 
En somme, l’euthanasie, en tant que moyen de résoudre un probleme humain, doit étre 
rejettée. 
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Exhibitionism* 
A CONTRIBUTION TO SEXUAL PSYCHOPATHOLOGY 
BASED ON TWELVE CASES OF EXHIBITIONISM 


Oskar Guttmann, M.D. 


CENTRAL ISLIP, N. Y. 





INTRODUCTION 


The study of the manifestations of the sexual instinct in the human being constitutes 
one of the most complicated phases of psychology and psychopathology. The hunger 
instinct, as the primordial drive for survival, is in its gratification and manifestations simpler 
and much more powerful than the sexual instinct, the second greatest drive in the human 
being, which is slower in development, more intricate in expression, and much more in- 
hibited in seeking gratification, partly because of the prohibitions and moral demands of 
civilized society. The sexual life of the individual comes in contact with almost all formative 
components of the personality structure, and with each of the six parts of the personality 
unit—physique, intellect, temperament, character, ethical disposition, and spiritual life. 
The complex unit of the personality during its early psychosexual development and during 
its later mature expressions will influence the sexual drive, and, on the other hand, a too 
powerful sexual instinct may influence the personality as a whole. In the harmonious vital 
functioning of the individual, it is necessary to have an almost perfect balance within this 
integrated correlation. The sexual structure is part of the personality unit and should 
develop adequately and gradually along with the personality development. If the per- 
sonality development is normal, the inherent sexual structure will also be normal. Aber- 
rations and distortions in the sexual sphere may overgrow to such an extent that they 
become a prominent, disturbing foreign body included in an apparently normal personality. 
Sometimes they even dominate the individual to such a degree that his normal! functioning 
in society is impossible. 

In the human being, the sexual drive is composed of the sensual part, which means sexu- 
ality in the strict sense, and the psychic part, which implies eroticism and love. The struc- 
ture of this complicated unit of sexual drive will develop simultaneously and parallel with 
the single steps of the general personality development. Psychopathology teaches that the 
sexual drive has its characteristic development in degrees, which begin from very infantile 
directions and sensations. The child shows, in very rudimentary form, the manifestations 
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* Read before the New York Upstate Interhospital Conference in Syracuse, N. Y. April 23, 1952, pre- 
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of his future sexual life in the following phenomena: scoptophilia, exhibitionism, sexual 
curiosity, narcissistic play with its own genitalia and body, sexual play with homosexual 
and heterosexual partners of the same age, masturbation, and, to a certain degree, bed- 
wetting, erotic dreams, and nightmares. 

These vague sexual urges of childhood do not have a significant influence in a mature, 
completely integrated personality, but will leave traces in some individuals with nervous, 
asthenic, and psychopathic constitutions. The consequences of exaggerated, strong im- 
pressions, and experiences in the early part of sexual life may take the form of sexual aber- 
rations and perversions which can lead to sexual offenses and crimes. Regression and the 
strong urge for perversions can determine sexual offenses on an infantile level and sexual 
delinquencies. 

In addition to the psychologic aspect of the sexual drive within the personality develop- 
ment, there is the parallel and simultaneous development of the endocrine system of the 
organism. The sexual instinct and attraction toward heterosexual partners exhibits an 
ascending buildup which reaches the first peak of maturity around puberty accompanied 
by the very obvious simultaneous personality changes. In the teen-age girl or boy there is 
a peculiar awakening from immature childhood to a completely changed attitude toward 
the opposite sex. The psychologic phenomena in this stage such as romantic enthusiasm 
for sex, a certain restlessness and yearning, daydreaming, weakening of concentration in 
school work, disturbed sleep, slight irritability, etc., parallels the maturity development of 
the gonads. Those changes in psyche are caused by the stimulation of the gonadotropic 
factors of the pituitary body. The highest peak of maturity in the twenties and thirties 
in the female and male may be considered, from the somatic and psychic standpoint, the 
expression of a normal functioning of the pituitary-gonadic-adrenal system. This relation- 
ship perhaps is noticeable in all vital manifestations, and its decline around the menopausal 
period is mostly accompanied again by deep psychologic changes, which frequently, in pre- 
disposed individuals causes serious psychoneurotic and personality disorders and psychoses. 
Males and females in their climacteric and menopausal episodes show increasing irritability, 
nervousness, tension, feeling of constant unhappiness, impaired memory, fatiguability, 
apprehension for impending dangers, disturbed concentration power, angina-like distresses, 
and various vasomotor symptoms such as: vertigo, hot flashes, sweats, and chilliness, 
numbness, coldness in extremities, tachycardia, and transitory elevation of systolic blood 
pressure. Further, we may note emotional disturbances, anxiety states, depressions, met- 
abolic derangements, and even psychotic symptoms such as delusions and hallucinations 
centering around the sexual preoccupation. There is also a regression of the secondary 
sexual characteristics in males as the changes in growth of beard and bodily hair, changes 
in muscle contours, laxity of the facial muscles, stooped posture, various other manifesta- 
tions of weakening muscle tone and strength. In females there is loss of normal fat dis- 
tribution, muscular tonus, inherent secondary sexual characteristics of face, breasts, hips 
and legs, and a decline in female attractiveness. 

In individuals with the preceding symptoms and changes, there are definite histopath- 
ologic changes in the gonads including testicular atrophy and degeneration with failure of 
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the Leydig cells.and hyalinization of the seminiferous tubules in males, ceasing of follicle 
formations in the ovary in the female, and in both sexes the gradual loss of gonadotropic 
factors of the pituitary body. There is an interesting relationship between the sexuality 
on the one hand and the central nervous system and endocrine functions on the other hand. 

Sexual behavior seems to fit into a very complicated pattern of neurophysiologic activity 
presided over by significant primordial impulses of hypothalamic and mesencephalic origin, 
mediated and facilitated by complex neuroendocrine and neuromuscular mechanisms and 
probably regulated and inhibited by higher control of the cerebral cortex. It may be in- 
ferred that the manifestations of sexual life are dependent upon a highly integrated and 
harmoniously functioning system of instinctual-conative-emotional reactions which may be 
primarily determined by a characteristic anatomic-functional efficiency of highly specialized 
neural structures situated between the spinal cord and the cerebral cortex and which sec- 
ondarily may be molded and influenced by psychologic factors, by environmental stresses, 
home and family situations, frustrations, maladjustments and psychic traumata. Although 
we know that the hypothalamus influences the function of the ovaries and of the testes 
through the gonadotropic hormones of the adenohypophysis, the majority of researchers 
will not accept the conception that the activity of the testicular and ovarian hormones upon 
specialized nervous structures is the only responsible determinant of our sexual behavior. 
However, the following experimental and clinical evidences are noteworthy to recall: 

(1) Estrogens will cause in wholly decorticate female cats, rabbits, and guinea pigs a 
typical estrual excitement, and male rabbits will also show an obvious copulatory behavior. 

(2) Within the hypothalamus neural mechanisms, which play a great importance in the 
integration of our emotions, exert a primordial influence upon the sexual activity. Brook- 
hart and Dey experimentally injured in male guinea pigs nuclei of the anterior part of the 
hypothalamus and observed a decline or complete abolition of the sexual life of these animals, 
noticing at the same time the persistence of a normal spermatogenesis of unaffected normal 
histologic structure of the gonads. 

(3) Stier found in head injuries of men a partial loss of sexual desire and of potency, attribu- 
ting the disturbance to focal damages in the hypothalamus. Symonds reports similar findings 
in injuries to the floor of the third ventricle caused by concussion and contusion of the brain. 

(4) Damage or destruction of specific mechanisms in the hypothalamo—mesencephalic 
area inhibits the physiologic effect of the gonadal hormones—in the female manifested by 
lack of estrual behavior and in the male by the inability to achieve an erection or copulate 
even if supported by administration of testosterone. 

(5) Sexual behavior is changed or not manifest at the normal mature level in various 
organic pathologic lesions of the central nervous system and/or the endocrine system as in 
Fréhlich’s disease, in Cushing’s disease, in the adrenogenital syndrome, et cetera. 

(6) Sexual behavior as a specific psychobiologic phenomenon may be deeply influenced 
by psychologic forces, especially by unconscious conflicts, emotional disturbances which 
may block the activity of even normally secreted sex hormones, depressing the functional 
responsiveness of those neural structures that probably determine the manifestations of the 
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(7) In true hermaphrodites, where we find fully normal functioning female and male 
gonadic tissues, strong psychologic setups of training and education in the direction of one 
sex will most likely determine this sex in the individual. 

In conclusion of the preceding observations, it may be stated that in the normal human 
being at mature adult level sexual life is determined and guided by a very fine integrated 
anatomic-functional system being influenced by tremendously complicated psychologic 
components. Hence, if the normal manifestations of the sexual drive are rooted in such 
basic, almost tangible fundaments, its aberrations and distortions could be conditioned by 
fine pathologic changes and still intangible, functional disorders of an unbalanced neuro- 
endocrine system, which in the human being are expressed in a complicated way because 
of its intricate correlation to almost metaphysical psychologic phenomena. 

The normal mind can understand the remarkable conflict which exists between the drives 
and cravings for sexual pleasure and the so-called secondary cultural demands, including 
moral and social obligations, but is perplexed and alarmed by the frequency of the existing 
sexual aberrations in the civilized world. The abnormal gratification of perverted and in- 
fantile sexual drives of emotionally immature and mentally unbalanced individuals leads 
not only to moderate sexual offenses but also to major crimes. 

The literature of psychiatry is rather poor in reports of sexual offenses which have become 
an increasingly important social problem. Also the few (7 or 8) “Behavior Clinics”’ all over 
the nation have not made any remarkable contribution in this matter. 

However, the author has had the occasion to observe 12 cases of exhibitionism, which 
will be briefly described and discussed here. 

Exhibitionism is generally understood as being a sexual offense of the male, who exposes 
his genital organs mostly in public to a female. Exhibitionism may occur mainly in two 
forms: (1) as a predominant performance act, which may have in its background a powerful 
compulsion on the basis of some deep psychopathologic distortion of sexuality (this form of 
exhibitionism belongs to the sexual offenses and will be the main subject of this paper), 
and (2) as a secondary symptom in regressed and deteriorated psychotics, in whom the 
indecent exposure may be considered as a symbolized act of deep aberrant frustrated sexual 
drives. 

The so-called “‘normal” exhibitionism of Rickels, which is observed in children, primitive 
tribes, and nudists, do not belong primarily to this study. 

The author will explain this psychopathologic phenomenon on the basis of the existing 
hypotheses in the literature and of the psychodynamics detected in his patients. He de- 
scribes his attempt to approach this problem from a general biologic standpoint, with de- 
scriptions of 5 cases. 


CASE MATERIAL 


Case No. 1. C. W. aged 21, truckdriver, hospitalized from April 7, 1951, to June7, 1951. 


Family history. Patient’s mother, who is 63 years old, is a very nervous, sensitive, vul- 
nerable person. As a young girl she had a fracture of the hip and since then has limped, 
and now, with age, this trouble is worse. She is very religious and ambitious, especially for 
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her children. She was always jealous of her husband without any obvious reason. The 
marital life of the parents was good because the father submitted to the mother’s domi- 
neering attitude. Ten yearsagothe mother had a nervous breakdown and was confined to 
bed for two or three weeks. She was very excitable, unable to work and sleep. She has 
had a very hard family life, filled in only with work and the care of 12 children. She loved 
them all; in interview she denies having been possessive and neurotic and said that she did 
not show preference for any one of her children. In her opinion her nervous breakdown 
10 years ago was due to “change of life and overwork.” As an old-fashioned woman she 
did not give any sexual training to her children. Patient’s father, 63 years old, is a cardiac 
patient. He is softhearted, easy going, and only because of his physical condition in the 
last few years he has become excitable and nervous. He never spanked the children; used 
to give “moral lessons” to his daughters. Of the 12 children, the following are interesting. 

Three older brothers of the patient are heavy drinkers. A brother, F., has been in bad 
health since early childhood. F. was very domineering and the children used to sit at a 
separate table in the dining room where F. was the “‘head.” The patient called him “grand- 
father,’’ a name disliked by F. C. W. was stubborn and continued *2asing F. Although the 
older brother was much weaker, he would beat the patient. Often: took C. W.’s head and 
knocked him against the wall without any resistance, C. W. not defending himself. Only 
his sister V. came to his assistance. The youngest brother, D., 19 years old, is probably the 
pampered child of the mother. The patient was very jealous of this fact. Another sister, 
M., 28 years old, is a nervous, married woman and an excessive smoker. V., the patient’s 
favorite sister, 23 years of age, has the same nervous spells as her mother. 


Personal History. C. W.’s childhood and development were normal. He was always 
stubborn but a very quiet child. When disciplined or beaten up by F., he did not cry, but 
would only walk out of the house. At 11 years of age he fell on his head during a game, but 
did not lose consciousness. As a teen-ager he was easy going, enjoyed baseball, and liked 
to have boys and girls around him; but some times he was quick tempered and slapped the 
children with slight provocation. No sadistic or cruel features were noticed. He liked 
drawing, mechanics, and fishing. He rarely saw his mother undressed when he was a child, 
sometimes he peeped at her uncovered breasts. When he was 7 or 8 years old, he was 
curious about V., his sister, a lovely and beautiful girl; she was already 10 years old and nicely 
developed physically. Several times he surprised her when she was dressing or undressing; 
once he surprised her when she was putting on her panties. He was excited but did not 
attack her sexually. His relationship with her was ideal. They went to school and church 
together, and she protected him from the older brother F. 

The patient never observed sexual experiences among adults when he was a child. When 
13 years of age, he began to go out with girls who were much older than he, but he did not 
want to have a steady girl friend—he wanted many around. At 15 years, he had his first 
sexual experience with a promiscuous school mate. She was very demanding sexually, and 
he was jealous because she went with other boys. There were no exhibitionistic experieaces 
between the patient and this girl. At 14 years of age, patient became acquainted with a 
20 year old college boy who was a heavy drinker and long known for his disgust for girls. 
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The patient’s sister, V., believes that this college boy had homosexual experiences with the 
patient, as they often went together and patient accepted gifts and clothes from him. In 
sodium amytal interview, the patient refuses categorically homosexual experiences with this 
college boy, admitting only drinking, and the acceptance of gifts; this boy taught patient 
to drink excessively. 

The patient met his wife at school; she had been crippled and deformed since the age of 
10 when she had Pott’s disease and arthritis of the joints, especially of the hands. He 
dated her often, but did not go to dances; it did not disturb him at all that she was physically 
handicapped. After a courtship of five or six months, he asked her to marry him, and he 
had sexual relations with her prior to going into the Army in 1945, 9 months after meeting 
her. Patient states he was not disappointed by his wife, and he is not sorry that he married 
her; he loves her and his 3 children. 


Exhibitionistic Experiences. The first indecent exposure occurred before a farmer woman 
who was sitting alone in her garden. Patient, who was employed by a trucking company 
as a driver at this time, was intoxicated with alcohol. Almost 50 yards in front of this 
woman he stopped the truck, got out, and without saying a word to her, he exposed himself 
indecently. She saw him and ran into the house; when she returned a few minutes later he 
was still there. He then became frightened and drove away in the truck. After that he was 
arrested and placed on parole. This was in 1948. Between this experience and 1950, 
patient admits having exposed himself indecently 7 or 8 times without being arrested. On 
July 3, 1950, he exposed himself again on the street before 2 girls who went by on the side- 
walk when he was in his truck. He addressed several words to these girls such as: “Where 
are you going?” That evening he performed 3 indecent exposures. He was again arrested 
and placed on parole. On the evening of April 6, 1951, the patient entered a hotel bar 
room in an intoxicated condition and exposed himself to the waitress who was sitting alone 
in a booth. At the door in front of her he masturbated, making motions with his head and 
hand as if he wanted to invite her to come towards him. After several minutes he ran away 
and came back twice during the night and stood behind the door waving to the waitress. 
He was arrested and sent to a hospital for observation. His wife had to take him home, 
and he became brutal toward her, knocking her down and beating her. 

On admission to the hospital he was hostile, antagonistic, and uncooperative. He was 
considered dangerous to himself and others. He appeared of average intelligence, without 
any psychotic trends, correctly oriented. His stream of thought did not show any ab- 
normality. The affect was depressed and somewhat rigid. There were no hallucinations 
or delusions, no suicidal or homicidal tendencies elicited. Patient admitted all of his in- 
decent exposures, rationalizing them with his alcoholism. Physically there were no ab- 
normalities. He had two tattoos on his right forearm; the upper part o/ the tattoo was a heart 
with a dagger in it with drops of blood coming out. Below it was written a girl’s name in 
large capital letters. On the five fingers of the same extremity he had written in capital 
letters the name of his wife. Patient did not explain his tattoos, but it seems that he wanted 
to show in these symbols the personality of the two girls who played the most significant 
réle in his life. 
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Psychologic Testing.* The Rorschach test showed him to be fully cooperative, but rela- 
tively underproductive, not at all spontaneous. He was evasive and markedly inhibited. 
He prefers to deal with simple, common percepts. Emotions are repressed. Thought 
processes are not matured. That he is susceptible to affective situations is revealed in 
difficulty with more distracting cards. There is evidence of psychosomatic preoccupation. 

According to the Szondi test, this is a man whose ego structure is exceedingly complex. 
There is a serious conflict because of seemingly contradictory set of egodynamisms, because 
he attempts to conform while at the same time attempting to act out some of his own basic 
needs. It suggests considerable control over his actions, both from the standpoint of in- 
tellect and emotion. Goals set are high and complex, thus producing tension. Impulses 
are likely to break through because of this manipulation of their id drives. This patient 
needs love and pampering. However, action in this direction is more likely to be in form 
of fantasy. Emotions are rigidly controlled at all times. He tends to be more or less self— 
sufficient, showing no concern in respect to his object relationships and actually denying a 
need to lean on others. He is more a passive reciprocant. Fundamentally, the patient is 
a mixed neurotic, but diagnostic classification best descriptive of his clinical manner is 
psychopathic personality. 

Finger Paintings.t Patient produced three pictures which he named Country Horserider, 
Work on the Farm, and Sunday Afternoon in the Courtyard. The following characteristic 
features are noteworthy: (a) the predominant use of green, blue and black convey the 
depressant emotional mood of the patient; (b) the representation of the actions from right 
to left tend to signify a tendency towards the withdrawal from interpersonal relations; (c) 
the representation of a horse, of a rider, of trees and of a pair of hot-dog holders are phallic 
symbols; (d) the painting of three black clouds and of a tree on the top of the outside of 
a fence denotes either simple sexual preoccupation or homosexual connotation and the fact 
that sexual matters are considered taboo and he does not get adequate expression in the 
home; (e) the painting of the farmer in black and blue and capped by a yellow hat may 
denote periodical outbursts of emotion with lack of control in the human sphere. 


Subsequent Course. Patient was well-behaved, alert, and showed an active interest in 
ward activities. He received psychotherapy which he did not accept completely. He em- 
phasized the point that he had confidence in the physician. He wanted to get away from 
alcoholism, but he was very cautious and reserved in the presence of the physician, suggestive 
of retardation which was not really present. In sodium amytal interviews, the material 
already known in the history was not brought out. He always accentuated that his indecent 
exposure experiences were related to his alcoholism. He gained some insight into his con- 
dition, and perhaps his wife might have a good influence upon the patient who is willing 
to cooperate completely. He always exhibited a reluctance to reveal his personal problems. 
In fact, he was almost totally indifferent to any effort to clarify his exhibitionistic perversion. 
He made no effort to control himself even after having been arrested three times for the 





* Psychologic tests were given to the patient by psychologist Charles Saam. 
+ Finger paintings were done under the guidance of Dr. B. Tumarkin, who also interpreted them. 
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same offense. There is a great amount of narcissistic rigidity in his emotions, and apparently 
he is a masochistic type of individual who has been resorting to a childish form of sexual 
behavior. 

His masochism is supported by the passivity which he showed in his childhood towards 
the beatings of his brother; the passivity with which he went to the courts where punishment 
could be expected. His marriage with a crippled girl also suggests a certain passivity. He 
is a good-looking man and perhaps he married her to treat himself in a cruel way, or to live 
with an absolutely submissive wife, or to have in her a continuous reminder of the mother- 
image through her hip condition, for his mother had also had a permanent physical dis- 
ability. There is some suggestion that C. W. is antisocial and makes no very close or pro- 
found contacts with people of either sex. He does not reveal any special sexual pleasure 
from his exhibitionistic experiences. It was not possible to obtain from the patient a very 
exact description of his emotional condition before and during the exhibitionistic experiences. 
The desire to expose himself comes upon him in a very spontaneous way. He does not 
deliberate on it beforehand and he has no sexual excitement before. Only once did he 
masturbate during his indecent exposure. It is impossible to say whether the patient gets 
intoxicated deliberately in order to be inhibited for the indecent exposure, or whether he 
loses the moral inhibitions of decency only by occasional episodes of alcoholic sprees. The 
patient was not willing to talk about his attachment to his mother and father or about the 
suspicion of homosexual experiences. He only admitted love towards his sister V. and did 
not want to elaborate on his rivalry with his youngest brother, D. 

Patient’s contact with the physician was rather poor. He did not make any progress ir: 
gaining full insight. Hypnosis was unsuccessful. On the ward he was seclusive, quiet, and 
well-behaved. His depression subsided but his rigidity persisted. After two months the 
patient was discharged to a judge, who placed him on parole. 













Diagnosis. Without psychosis; psychopathic personality, pathologic personality; ex- 
hibitionism. 






Case No. 2. W. B., clerk, 28 years old. Hospitalized from June 30, 1951, to December 
4, 1951. 

Family History. W. B.’s parents were involved in many marital entanglements. The . 
mother was married to a man who had never divorced his first wife, but he went through a ' 
marriage ceremony and divorce proceedings at a later date. She then married B., who had f 
also been previously married, having two children, by his first wife. Two children were 
born to B. and patient’s mother, the patient being the younger of the two. It is not known 
exactly why the father left the patient’s mother, but he was accidently killed at the age of 
44 years while on a hunting trip. Patient’s mother remained a widow at 41 years of age 
and did not remarry. It is known that all members of this family are said to be nervous 
and neurotics, but thus far have not been hospitalized for mental illness. Patient’s mother 
is very attached to her son, unduly jealous of him, and would not allow him to date girls 
without causing a disturbance. She was very resentful when he introduced E., a fellow 
student at the theological seminary who later became his wife. The relationship between 
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mother and daughter-in-law remained unsatisfactory up to the present time. The mother 
admitted she has an abnormally strong love for her son. She is very selfish, stating she has 
a strong privilege as the mother and, that because she was a young widow, she wanted to 
keep the son. without any interference from females. She denies the accusation of having 
indulged in sexual experiences with her son, asserting that this was infamous slander on the 
part of her daughter-in-law, and she ignored the same energetic statements of her son. 
The mother taught her children early in life that as soon as they were old enough they should 
support her. When the patient was 3 years old, his parents separated and when he was 
6 years old his father died as previously stated. The mother obtained a pension, but she 
also had to work at a laundry in order to care for the family. 

Patient slept with his mother during early childhood. When he was 15 years old, she 
started to masturbate him and continued this practice when he returned from military 
service at the age of 21. 

Excluding the common childhood diseases, the patient was always in good health. He 
graduated from high school and at 21 years of age entered a Baptist bible seminary, which 
he attended for four years. Following that, the patient wanted to become a missionary and 
took a medical and linguistic missionary course in the summer of 1950. The missien board 
wanted him in Haiti but he wanted to go to India, which couldn’t be accomplished because 
of his mental condition. In 1942, he enlisted in the Marine Corps to show that “he was 
a man’”’ and also “to get away from mother.’’ He was sent overseas to New Caledonia, 
and there in 1944 he attempted suicide with his razor when shaving. He was hospitalized 
and sent back to United States to a naval hospital where he stayed six months with the 
diagnosis of manic-depressive psychosis. 

Marital History. In June, 1949, the patient married his wife Eleanor after an engagement- 
period of three years. She was also attending the seminary and wanted to become a mission- 
ary too. Her family background is a religious one with stability. 

The early marital adjustment was difficult as Eleanor had too thick a hymen and dys- 
pareunia, and the patient was afraid of hurting her. Furthermore, he also had a certain 
lack of interest in sex relations with his wife. He felt that she was frigid and requested her 
to masturbate him, which she did for almost a year, receiving no pleasure herself. She 
finally consulted a physician and somehow she and the patient achieved normal sex re- 
lations. At the time of giving this history, the patient’s wife was in the third month of 
pregnancy. 

Onset. For the past year W. B. has been discouraged over his failure to achieve his am- 
bition of being a missionary in India. He was depressed but not suicidal and worried a 
great deal about his work. In April, 1951, one of his wife’s girl friends came for a visit in 
the evening and it was suggested that she stay all night. The patient said she could sleep 
with his wife and he would go downstairs to his in-law’s apartment and sleep in the living 
room. In the middle of the night, the patient got up and entered his sister-in-law’s room 
exposing himself indecently in front of her bed. The frightened girl hid beneath the covers 
and patient walked out of the room. Because his in-laws knew of this, the patient became 
more easily excitable, lost his temper, and would become very angry with his wife over 
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everything, shouting at her and being extremely critical. He began to be confused at times 
wanting cars, then trading them in, et cetera. Once he had an incident of emotional 
instability in front of his boss, crying and sobbing that he could no longer accomplish his 
duties. He was sent to a psychiatrist who prescribed sedation. After several days, the 
patient became very upset, excited, and he stated he would become violent. He was hos- 
pitalized in a general hospital for electro-convulsive therapy but he became worse, more 
abusive, and threatened suicide. Following this he was sent to the author’s hospital. 

During his first days of hospitalization, the patient was excited and belligerent, required 
sedation and restraint. He showed infantile behavior, crying like a child, protesting against 
the world, accusing everyone, expressing a great deal of silliness and immaturity in exposure 
of conceptions ending in ramblings about his desire to be a minister or missionary and to 
be sexually happy, which he never was. The affect was shallow, showed a great emotional 
instability, exceedingly marked overtalkativeness about sexual perversions and religious 
guilt feelings. He denied hallucinations and homicidal impulses, admitted suicidal ideas, 
accused his wife of frigidity and his mother of having had abnormal sexual relations with 
him. His excitement was very great when he spoke of his wife and mother. 

During his stay in the hospital, W. B. gave the following additional information in several 
interviews. He had a great deal of disrespect for his mother, who, in his opinion, is a highly 
neurotic, unhappy woman, and he was disgusted to think of the abnormal sex relations he 
had with his mother. 

At 14 years of age W. B. exposed himself indecently in the window of his home when he 
was alone. He performed this act as girls and women walked by, and their surprised faces 
excited him to such an extent that with an outburst of laughter he would run to the bath- 
room to masturbate. Strangely, he was never denounced or arrested for his exhibitionistic 
experiences. Approximately around this time, his mother began to play with him sexually 
and masturbated him. When he was grown up, she practiced fellatio with him, but they 
never had normal sexual intercourse. The patient never touched his mother indecently, 
nor did he have any inclination to “‘peep” at his mother, but he enjoyed “‘peeping” at his 
sisters when they were dressing. Several months prior to his admission to the hospital, he 
still had fellatio intercourse with his mother, who admitted this to his wife. 

Specifically asked why he attempted suicide when he was in the Marine Corps, he an- 
swered that during a very trying period of his life in the South Pacific, he fell into a pit 
full of feces. When he came out upset and dirty all the boys were standing around laughing 
at him. He could not stand this shame and humiliation and ran away to kill himself. 

Psychologic testing. Intelligence tests reveal that W. B. is above average in mental 
capacity. In the Rorschach test, he reacts on a much more immature and less effective 
manner. Instead of taking a cautious, hesitant approach, he grandiosely attacks the entire 
stimulus situation, forcing the elements into a precept suitable to his purpose. Affect is 
rigidly controlled, but it breaks through; it reveals strong impulsive tendencies. An im- 
portant element in his makeup may be feelings of inferiority. 

Subsequent Course and Discussion. The patient had 19 ECT with no complications and 
also 48 injections of insulin, or a total of 17,932 units resulting in 156.8 hours of hypogly- 
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cemia. Gradually he quieted down to a normal stream of thought, psychomotor activity 
and mood. He made a good adjustment on week ends, having normal sexual relations with 
his wife, did not feel depressed and did not express any suicidal ideas. Patient was placed 
on convalescent status for one year in the custody of his wife in December, 1951. 

In this case the basic psychodynamics would be most likely the following: (1.) the broken 
parental home and the marital entanglements of his mother, who at 41 remained an unhappy 
and sexually frustrated widow; (2.) faulty training and education in his mother’s home in 
which he was the only son; (3.) premature perverted sexual play; (4.) abnormal sexual 
relations with an irresponsible, exceedingly attached, jealous and selfish mother; (5.) psychic 
stresses and traumata during the war in the service of the Marine Corps; (6.) idealistic 
frustrations and failures, unresolved conflicts between higher cultural and moral aspirations 
and low-leveled instinctual drives; (7.) emotionally immature and frigid wife. 

Besides it would be noteworthy to point out that a sadistic component in the patient’s 
behavior cannot be denied; he admitted he had great pleasure in seeing the shocked faces 
of girls when he exposed himself—he even had outbursts of laughter. Also the masturbatory 
experiences following the exhibitionistic performances are significant. 


Diagnosis. Manic Depressive Psychosis, manic phase. 


Case No. 3. R. P., 37 years of age, laborer, hospitalized from November 9, 1951, to April 
11, 1952. 

Family History. R. P. was adopted at an early age and there is no material available 
concerning his parents. His foster parents belonged to a vaudeville team. He had a very 
insecure childhood and was often beaten by his foster parents. When the patient was 8 
years old his foster mother deserted him and he remained with the foster father. A few 
years later, this man remarried and the patient did not get along well with the new step- 
mother. When 11 years of age, the patient spent one year in an orphanage. He graduated 
from high school and left his foster home early because he could no longer stand to stay with 
the foster parents. For a period of two years prior to hospitalization, the patient worked 
as a counter man iri a restaurant; then he worked on the railroad and in a foundry. He was 
in the military service but it is not known what his conduct was there. 

Past History. On July 17, 1934, he was arrested by the police for peeking into windows. 
Even prior to this date, he had this habit and also was often charged by the police because 
of this. In 1939, he was arrested for vagrancy, and a year later was charged with grand 
larceny for stealing a car in Rochester. That same year, he was charged with third degree 
burglary, but this charge was dismissed. The patient served a period of three years in a 
reformatory because of the grand larceny charge. The police arrested him many times for 
his scoptophilic and exhibitionistic acts. On one occasion in 1950, patient took a ladder 
and placed it against a house in order to look into a second story window. He was arrested, 
placed on probation and then discharged in April, 1951. 

Marital History. In January, 1951, patient married E. R., who had been a patient in a 
psychopathic hospital in 1941 and again between 1947-1951 with the diagnosis of ‘‘Psycho- 
pathic Personality—Episode of Emotional Instability.’’ She is an excessive drinker and also 
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leads a promiscuous life. She spends money carelessly, lived with patient prior to divorce 
‘from first husband, is abusive to patient when he reproaches her for excessive alcoholism 
and the fact that she frequently becomes intoxicated with other men and comes home late. 
She states she loves the patient, but she is argumentative, fault finding, nagging, and rude. 

Patient was basically an introverted, shy, timid personality, nervous and insecure, with 
poor judgment and submissive to his psychopathic wife. His long history of sexual curiosity 
and offenses was used by his wife as a weapon against him in their arguments about her 
disorderly conduct. 

On admission, patient appeared jittery and harassed about his predicament, felt people 
were talking about him, and he seemed to have increased psychomotor pressure, was worried 
and admitted depression because he was away from his wife. No homicidal or suicidal 
ideas elicited. 

Mental Status. A few weeks after R. P.’s admission to the hospital he seemed oriented 
for time, place and person, showed some ideas of reference, had impression other people are 
persecuting him—these hostile feelings were expressed towards his foster parents. He stated 
they were overly strict, allowed him no opportunities for recreation or association with other 
children; he blamed his friends for teaching him to steal on different occasions, gambling, 
and for arousing his abnormal sexual interests. He also blamed his wife for his loss of 
interest in her, and he felt that she and her parents forced him into marriage. He admitted 
having had suicidal ideas while in prison, denies any homosexual experiences, but states 
he was accused of this twice when fighting with another patient. He admits being sexually 
excited when peeping into women’s windows, and admits that a nude woman would never 
appeal to him unless she had stockings on. Sensorium was clear, he had some insight into 
his condition and appeared of average intelligence. 

Psychologic Report. 1. Q. of 91. Rorschach and Szondi tests indicate a strong immature 
yearning for love and affection and support with ambivalence in respect to activity and 
aggression. He strives to control his emotions completely, but he may have emotional 
outbursts. He would appear to have a rather negativistic attitude toward society, likely to i 
form numerous relationships and appear to find his place early in any situation, but actually 
never completely satisfied, because he never seems to find a satisfactory mature relationship 
with any love object. 

Summary. R. P. is an anxious man, partly because of fear; clinically there appears to be 
a fear that because of his various misdeeds, he will not be released from the hospital. It 
does appear, however, that there is a more basic disturbance, a feeling of personal inadequacy. 2 
There is a strong sexual element in his makeup as would be suggested by his perverted * 
behavior. Although he tries to control his emotions, he is basically an emotionally unstable a 
person, likely to act impulsively and in immature fashion. He is a simple type of person 
who has no fantasy life in which to discharge his feelings. 

Subsequent Course and Discussion. Patient received a total of 19 ECT treatments. After 
that patient was given psychotherapeutic attention and several sodium amytal interviews 
with the purpose of analysis of his psychodynamics and synthetic elaboration of the uncon- 
scious repressed material. 
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Usually, patient was reluctant to center around his experiences and drives. In the first 
sessions he was defending himself with projection and rationalization. He tried to convince 
the author of his innocence, as if he were sitting in front of a judge. He blamed the world 
and his wife for his unhappy life, his acts, and inadequacies. Patient felt that he was sup- 
pressed by society and thought that he always was inadequate and inferior to other people. 
This was the reason for his shyness and this would, in his opinion, also be of help in proving 
that he would never exhibit himself indecently. His unhappy youth caused his maladjust- 
ments and frustrations. He remembers that his ugly four front teeth were an obstacle to 
dates. He was exceedingly bashful in the presence of girls. He had his first sexual excite- 
ment at the age of 13 years, when he saw his foster mother undressing, and somehow the 
pulling down of the stockings impressed him. 

His sexual behavior aberrations started probably with a highly unpleasant experience in 
1934 when he was 19 years old and in the infirmary of aC. C. C. camp. One night he was 
assaulted sexually by a young man, who threatened him with a gun. The sexual inter- 
course in his rectum hurt and frightened him, and because he was afraid of that man, he 
did not tell anyone what had happened. This information could not be investigated. 

Another unpleasant experience occurred on his first date with a girl. He met her at a 
late hour of the evening and was sexually excited. His impression was that he could have 
approached her more intimately, however, he was shy and inhibited and left the girl excited 
and unhappy. On his way home he passed a window and a “crazy drive’’ compelled him to 
peep. He saw a young woman undressing, then he masturbated and “got the excitement 
out of his system.” Since then he repeated these experiences many times, and he empha- 
sized that frustrations, unhappiness, and strong drives were forcing him to look for such 
wrong escapes. He actually had no pleasure because he was terribly afraid of what he 
was doing. 

The patient gradually lost his paranoid attitude, gave up the delusion that all people, 
including attendants and patients, were talking about him. Slowly, patient’s depression 
subsided; the acute anxiety and apprehension states improved. In interviews he was still 
cautious and anxious to please the author, asking repeatedly whether his answers were 
right and correct. About his fetishistic inclinations, exhibitionistic experiences, and previous 
infractions against the law, the patient either did not want to elaborate at all or he ration- 
alized in a silly way. At the present time, patient is on parole in custody of his wife and a 
good friend. 

Diagnosis. Psychosis with Psychopathic Personality; Depression Episode. 


Case No. 4. F. W., 73 year old farmer, hospitalized in a state mental hospital since June 
8, 1951. The father of the patient was also a patient in the same hospital with senile psy- 
chosis. A daughter of the patient had a nervous breakdown in 1936 with a depressed 
episode following a complete hysterectomy. The patient was the youngest in his family 
and grew up on a farm. He was very close to his mother and got along well with his father. 
No exact information is available concerning sibling relationships. He had only three years 
of schooling, and at an early age he began to work on the family farm. There is no special 
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history about his childhood and adolescence. His health was good until 1932 when stomach 
ulcers began bothering him: he was hospitalized, but he did not have an operation. 

He had been married at the age of 22 to L., who was 3 years younger. They had 3 chil- 
dren; one daughter died with tuberculosis of the bone. Their marital life was quite un- 
happy and after eight years they were separated. It is likely that the patient was at fault 
for the separation. After the separation, the patient took the children to the home of his 
mother where they lived for many years. The patient seemed indifferent when he learned 
in 1943 of his wife’s death. He has not remarried. 

Makeup. Patient was described as rather likable with a quiet personality and not inter- 
ested in mixing with other people. When he was younger, he had a bad temper but in recent 
years, he has been easy going. As a young man, he drank hard cider, but apparently he 
had never had any serious troubles because of drinking. Patient is said to love children 
and cats. In 1939, patient was arrested for a sexual offense for which he spent seven years 
in prison. He was convicted of sodomy and indulgence in sexual perversion with a girl, 
who was in her early twenties and separated from her husband. This girl had been living 
in the patient’s home for a few weeks (she had left her husband) and it is believed that she 
had normal sexual relations with the patient at that time. Also living there was the girl’s 
sister and her husband. 

Reason for Admission. Patient showed memory defects especially for recent events, ex- 
pressed mild paranoid ideas, and exhibited poor judgement. Before coming to the hospital, 
he exposed himself indecently in the presence of small children, always girls, and had little 
insight into the nature of his acts. On admission he was depressed, untidy, oriented for 
time and place, memory defects for the past, denied the exhibitionistic tendencies, denied 
having hallucinations, suicidal, or homicidal impulses. The physical examination reveals 
generalized arteriosclerosis, hypertension, and deafness. 

Supplemental Information. This was obtained from the criminal division of the deputy 
sheriff’s department, police, prison, and social service records. The patient and his family 
have been a community problem for many years. The patient has always been considered 
an immoral menace to society. Even 20 or 30 years ago the patient exposed himself in- 
decently to small girls. About 16 years ago, he was on trial on a charge of endangering the 
morals of children but he was not convicted. Two of the patient’s nephews, sons of patient’s 
sister, have been in a state mental hospital with cerebrosyphilis. His daughter has been 
called into Children’s Court on 2 or 3 counts, and one of her children was finally sent to a 
training school. His granddaughter had been referred to the mental hygiene clinic by 
Children’s Court at the age of 13 because she was ungovernabie, told lies, and her mind 
seemed to wander. She was referred after having told her teacher and the school nurse 
that her grandfather had forced her to have sexual intercourse with him and also to indulge 
in various perversions. The patient and his daughter and a number of their friends had 
been for some time indulging in sexual orgies and neglected to pull their shades down. The 
house was considered ‘‘a nest of immorality.” The sheriff’s department made a raid one 
evening in the home of the patient, who was in a “‘bacchanalia’’ with his daughter and others. 
The patient was arrested for sodomy and the daughter and her boyfriend for adultery. One 
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witness stated that the patient had sexual intercourse in the living room while the others 
stood in the doorway clapping. Besides that, he walked around exposing himself indecently 
and telling dirty jokes. The patient, after having been arrested, pleaded guilty and was 
sent to prison for three and a half to seven years following his arrest. After having returned 
from the prison, patient did not exhibit any special misbehavior, but on June third, 1950, 
he was seen standing outside exposing himself indecently and a few days later he sat on his 
front lawn again exposing himself. He could not be charged for that because he was not 
apprehended in a public place and because he had not been observed by two members of 
the opposite sex. 

Sodium Amytal Interview. Interviewed September 21, 1951, but he was not cooperative. 
He admitted that he had been quite a quick-tempered man who made a lot of mistakes and 
who liked “‘life’’ very much. As for his early separation from his wife he felt that he was 
responsible. He liked too many women. Patient did not admit “bacchanalia’’ and sodomic 
experiences. It is true, he stated, that he gave many parties in his house which were quite 
“nice and high.’”’ It is a “framed story’’ that he performed sexual perversions with men 
and women. Patient admitted having exp»sed himself indecently to small girls, “but not 
very often’’ and “absolutely without any reason or pleasure.”’ 

About the reasons for his seven year penitentiary stay, he did not elaborate. He only 
stated that he was “framed’’ by his daughter and son-in-law, who wanted to take away his 
property. 

Psychologic testing. Weschsler-Bellevue—I. Q. of 84. His exhibitionism cannot be ac- 
counted for on the basis of mental deficiency. Suggestive diagnosis is Psychopathic Per- 
sonality. 

Subsequent Course and Discussion. Patient has been on a chronic ward. He shows signs 
of senility with defects of sensorium and poor insight. He denies absolutely all his indecent 
sexual behavior. He only states he made the mistake of picking up a young girl. He was 
“framed’’ by his daughter and son-in-law. The actual reason for having him under well- 
locked doors is the greedy wish his daughter and son-in-law had to get his property. No 
masturbatory or exhibitionistic inclinations on the ward. In a staff meeting his release or 
parole was disapproved. 

Differential diagnosis was between “without psychosis, psychopathic personality” and 
“psychosis due to disturbance of circulation, cerebral arteriosclerosis.’” In view of the 
findings of arteriosclerosis, hypertension, and sensorium defects, the latter diagnosis was 
favored. 

In this case we are dealing with a perversion which is characterized by regression without 
repression. Here we have an obvious pattern of a severe psychopathic personality with deep 
defects in the personality structure especially in the higher spheres, where the cultural, 
moral, and social obligations have their deep-rooted prints. The existence of a super ego 
and of sound judgement about acts and wishes are missing. 

The author saw the patient in a second and last stage of his abnormal behavior, when he 
began to deteriorate under the degenerative influence of the senile psychosis. It is inter- 
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esting that in this intellectual impairment, the organism could still defend itself with the 
mental mechanisms of projection and rationalization. 


Case No. 5. J. D., 55 yearold salesman, hospitalized from April 12, 1951, to June 10, 1951. 

Personal History. Patient had a happy and normal childhood. In 1927 or 1928 he was 
in an automobile accident, suffering a concussion, without losing consciousness, but was 
amnesic for the event. He had to.stay in a hospital for a few days. One month later he 
returned to work, however, his teeth were so loose that he had to have them extracted. No 
other ill effects were noticed. In 1944 he had a second automobile accident. This accident, 
again as the first one, was not the fault of the patient. He was in the hospital for six weeks, 
the first two of which he was unconscious. He regained consciousness slowly and was com- 
pletely paralyzed on the left side. No skull fracture was sustained, but he had double 
vision. A brain specialist advised against an operation. The patient partly regained the 
ability to move his left extremities slowly by rehabilitating exercises and is now able to drive 
a car without difficulty. 

Marital History. Wife is one year older than patient; they were married in 1923. The 
wedding took place after one year’s courtship; both state that the marriage is happy and 
satisfactory in every respect. No children because of some gynecologic disorder of the wife. 
Because of financial reasons they could not adopt a child. However, in the Jast years, espe- 
cially since the car accident, the sexual life of patient was not satisfactory. 


Makeup. Patient and wife are active in church affairs. Quiet, even-tempered, makes 
friends easily, never drinks, smokes moderately, is always neat and tidy. Liked to study 
chess problems, is described as a man with great will power and ambition, especiaily since 
the accident in 1944; he rehabilitated in a satisfactory manner because of his drive to im- 
prove. He was always interested in studying on an intellectual level. 

Onset. April 10, 1951, the police arrested him on the charge of indecent exposure on the 
streets; it was sworn to by three witnesses. This act was entirely foreign to the patient’s 
family who found it difficult to believe. There was no record of former actions of this 
nature; no proceeding event or mental upset led to this occurrence. He had gone at 11 
a.m. to a gas station, returning by way of a warehouse where he parked his car. A playing 
girl, about 5 years old, came towards him, and patient got into a discussion with her. A 
witness said that he saw the patient trying to get the girl in the car and saw him with his 
coat open and his genital parts were outside his pants. A police officer witnessed this also. 
Patient was arrested and sent by the judge to a state hospital for observation and treatment. 

Physical Status. Left sided hemiparesis with consequent speech defect and bilateral 
nystagmus, coarse tremor of the head and of the left arm; EEG: diffuse cortical dys- 
rhythmia suggestive of focal pathology over the right motor area and left frontal region. 

Mental Status. Cooperative, but resentful of being with other mentally ill individuals. 
Coherent, relevant, spontaneous, no abnormal mood display. No psychotic trends were 
elicited. During the formal interviews he willingly reconstructed all events leading up to 
his indecent exposure but could not in any way be convinced that it was he who was in- 
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volved in this affair. He inferred categorically that he did not have any intention to expose 
himself and if the fly of his trousers was found open, that could only have been caused by a 
mishappening. When he was arrested he willingly went with the police officer without even 
asking him the reason of his arrest. Sensorium was absolutely clear. 

In two sodium amytal interviews the patient was cooperative and was able to exhibit an 
excellent command of the language. His father was a farm manager and often became 
intoxicated. In such condition the father was quarrelsome and strict and could not stand 
to have any member of the family talk back to him. The mother was very religious. She 
stressed obedience, regular attendance in church and Sunday schoo!. The patient saw her 
in the home many times with a Bible in her hand and in quiet meditation. The mother was 
a quiet and easy-going person. She did not show any particular preference toward the 
patient and treated all children about the same. 

Sexual Life. Patient never went out with women until after his discharge from military 
service when he was 23. His first sexual experience occurred when he was about 28. He 
always considered extra marital affairs a sin, and if he had any sexual urges he repressed 
them. Denies masturbation or homosexual activity. His marital life was apparently happy. 
Patient emphasizes that he never saw his wife naked, that they live in a very decent and 
clean way; that in the last years his sexual drive and force became weakened because of the 
accident, but he and his wife were not concerned about it. Referring to the incident on 
April 10th, the patient admits having seen the girl coming down the street with her doll, 
which he admired. The child was looking into his car with curiousity, but he denies having 
tried to drag her into the car, or showing her his genitals. He has absolutely no recollection 
of this experience, and he cannot even understand why the three witnesses and the police 
officer, could charge him with such a “crime.”’ Patient excitedly claims that the whole 
charge is a pure lie; his life and his personality would have to be enough proof that he could 
not be capable of such “‘atrocities.’’ He admits, however, that he had been in the bathroom 
about 15 minutes prior to the experience, and because of his handicap (hemiparetic condition) 
it could have been possible that he had not closed his trousers properly, or that the zipper 
had slipped. Patient stated that sexual matters were never discussed in his parents’ home. 

Rorschach Test. The entire psychic structure is narrowed. His attitude toward this new 
problem has an oppositional quality. Thinking is very rigid and self-critical, with an extreme 
paucity of interests and lack of responsivity to stimuli from without or within except for 
immature, innate impulses. Anxiety is extreme, and depression enters the picture. He is 
self-conscious and fearful of being ridiculed; he belittles his own efforts. He completely 
refuses to accept common percepts as valid, seemingly demanding unvarying accuracy, yet 
his own perceptions are poorly accomplished. 

Szondi Test. A very strong sexual drive, as well as some difficulty in the sphere of inter- 
personal relations; it also suggests in all probability that he has no clear idea of what sexual 
object he wishes to possess. He is extremely defensive and wary of revealing his inner self. 
He fights to maintain the glorified reputation which he has attained. He is a narcissistic, 
self-conscious man who feels no community nor need for community with the average man. 
He is aggressive and subject to periodic emotional outbursts. Yet the réle he has created 
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for himself prevents him from ever admitting to a desire for emotional outlets. 

Subsequent Course and Discussion. Patient was in the hospital for 60 days. He was quiet, 
well-behaved, cooperative, and a willing worker on the ward. Patient denied in absolutely 
all interviews, with and without sodium amytal, the accusations of the sexual offense. He 
never lost his temper and always stated that his arrest and stay in the hospital was caused 
by grave slander and misunderstanding. He rationalized again and again his exhibitionistic 
performance. It was impossible to establish a contact of confidence and he was placed on 
parole in the custody of his wife. 

Diagnosis. Post-traumatic Personality Disorder. 

Summarizing, there are two factors which impressed the author greatly:—(1) The 
experience of trauma to the central nervous system, especially the serious head injury in 
1944 which caused a left hemiparesis with very coarse tremor of the head as well as the left 
upper extremity; (2) the presence of psychosexual maladjustment. 

The whole past history suggests he is a man who has always tried to live as ethical a life 
as possible. We certainly know from the trauma of the central nervous system, that some 
disturbance in the control of impulsive drives can be expected. The history does not disclose 
the usual picture of personality change following trauma. 


Case No. 6. J. B., 21 years old, hospitalized from July 15, 1951, to December 21, 1951. 


Past History. Normal childhood, normal development, but patient always seemed to 
have a speech defect. When he was 15 weeks old he suffered from a rupture for which he 
had to wear a truss. He was a good child and reacted to discipline as an average child. 
His father had a special schedule for his work on the railroad so that he did not see the 
patient much; the patient was very close to his mother. When he was between three and 
four years of age he showed a great interest in music and has continued this, until now he 
has a large collection of records. The health of the patient was apparently normal during 
his first four years of life. About this time, he had at least 3 attacks of hay fever and sleeping 
spells, which lasted for about 10 hours starting in the middle of the afternoon and going 
until approximately 2 o’clock in the morning. The mother could not arouse the child while 
he was in this stupor. However, when he did awaken he appeared to behave normally. 
These attacks were about six months apart. At the age of 7, he was diagnosed as having 
St. Vitus’ dance, and at the time patient was so restless and overactive that it was im- 
possible to keep him in school. He had an appendectomy in 1943, and pneumonia in 1946. 
Informant stated that the patient has always been extremely nervous. 

Education. At 71% years of age patient began school, but he soon showed mental con- 
fusion and defects of perception. He could not get along well with the other school children 
and he was placed in special classes, but did not adjust and had special tutors at home. His 
sister who is a teacher’s college graduate tutored him; he learned to read, but still does not 
write. He took a correspondence course in radio and television servicing, and his grades 
have been presumably excellent. He dictated his home work to his sister who typed it out 
for him. Patient has been sheltered all his life; the family having kept him at home because 
of certain difficulties in which he was supposedly involved, according to informant, who 
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insisted that some member of the family has always been with him when on the street. 
He has never been employed and never interested in girls. 

Makeup. Patient is described as eager to do things for other people, having a sense of 
humor, and enjoys talking. J. B., who likes people, naturally becomes lonesome being so 
closely supervised. He is not interested in sports, but enjoys listening to the radio, and is 
particularly fond of classical music. 

Onset. Patient was sent to a state mental hospital on July 15, 1951. He apparently 
sexually assaulted an 11 year old boy. His sister claims that he was not only not guilty of 
this complaint, but of other complaints made by the police department. She stated that 
when patient was 14, he was accused of picking up a little girl, but this was not true—in 
her opinion. There were 3 or 4 other complaints and charges by the police since 1943, 
i. e., patient molested a 9 year old girl on her way home from school, that he grabbed a 
12 year old girl coming down the school house steps, that he had bodily picked up 2 boys, 
but had put them down when they yelled. At one time he was accused of having exposed 
himself indecently. On May 16, 1951, he assaulted an 11 year old boy, whom he is claimed 
to have tried to lure up into the woods. The boy claimed that patient had one arm around 
his waist and one under his legs, but when a man sitting on a front porch yelled to him, 
patient put him down. The patient was taken to a mental hygiene clinic, where they felt 
that he probably had encephalitis at an early age and this had produced a mild Parkinson- 
like picture. 

Psychologic Report. A total scale I. Q. 81. In the Rorschach test patient showed a rather 
serious sexual preoccupation. The psychologist felt that the patient was psychotic and was 
a severely maladjusted individual, emotionally immature with an impulsive, stubborn 
personality. 

On Admission. July 15, 1951: The patient denies absolutely all the charges in a circum- 
stantial, rationalizing and overtalkative manner. His speech defect is obviously also an 
element of his feelings of inferiority. He reveals in the interviews that through the tele- 
vision—radio course he wanted to compensate the “‘inferiority,’’ which is apparently due to 
definite diseases of his childhood. The patient has no insight at all into his abnormal sexual 
inclinations, and only after several interviews did he admit that he put his hands on the 
boy, but he stated that he had no intentions of assaulting him sexually. He did not want 
to elaborate at all on the previous sexual offenses, and it was impossible to obtain any in- 
formation about his exhibitionism or his experiences with the small girls. Patient admits 
a great love and attachment for his mother and sister but denies interest in girls. He said 
that he never had any sexual experiences and was never interested in peeking on his mother 
or sister when they were dressing. He went to school for only a few months because of his 
St. Vitus’ dance symptoms and speech defect. In class he manifested a rather disturbing 
behavior for which he was sent home. Various attempts to return to school failed, because 
of his behavior. Because he had to stay at home one of his sisters, who is a school teacher, 
taught him to read. The fact that the patient could not learn to write is noteworthy. The 
explanations patient gave for discontinuing the television—-radio correspondence course were 
foolish: he would not admit just a plain intellectual failure. The author asked the patient 
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a few questions on elementary radio problems, the answers were confusing and irrationai. 


Subsequent Course and Discussion. Patient was very excitable, uncooperative, hostile, 
and evasive. It was absolutely impossible to have any contact with the patient. On the 
ward, left alone, he was quiet, idle, seclusive, and suspicious. Later on he mingled with 
other patients. His attitude toward the author and his denial of his acts did not change 
at all during his hospital stay. The patient did not get any special treatment, but he did 
receive a great deal of attention. He was transferred to a chronic ward, and after several 
months he was placed on convalescent parole in the custody of his mother. 

This case appears to be a postencephalitic personality disorder, which can take the form 
of any one of a great variety of clinical syndromes. Here the picture is one of mental de- 
ficiency and severe psychopathic-like behavior with aberrations in the sexual drive leading 
to sexual offenses. 

Simultaneously, with a possible organic pathologic intellectual impairment with loss of 
judgment and emotional control, the following psychogenic dynamics were in all probability 
contributing to the patient’s maladjustment: (1) faulty training in childhood given by an 
overaffectionate mother and two sisters; (2) resentment and hostility towards the whole 
world, which hardly excuses the defects and weaknesses of poorly affected human beings; 
(3) failure in school and the sneers and taunts from children, who did not understand the 
peculiarity of St. Vitus’ dance or of postencephalitic speech defect. It is interesting to note 
that though he showed ambition by attempting to become a radio technician, he was sur- 
prised to be asked why he did not make any effort in learning how to write. 


Case No. 7. C. B., 33 year old housewife, hospitalized since October 3, 1951. 


Family History. Patient’s father, a machinist in his fifties, is an easy-going type and a 
moderate drinker. The mother, also in her fifties and of Czechoslovakian descent, is a strict, 
domineering type who rules the family. She has difficulty with her eyesight. The patient 
has three sisters with whom she is on friendly terms. 

Health History. When eleven months of age, the patient had a prolonged convulsion 
followed by left hemiplegia; the paralysis cleared up to such an extent that she had only 
minimal motor disability afterward. 

At about 13 years of age, she began having “‘seizures’’ which usually occur around her 
menstrual period. During the seizure the patient lifts her dress up high and often makes 
rubbing movements with her hands on her lower abdomen, but not on her vuiva. The 
patient knows when she gets a spell, because she experiences premonitory symptoms— 
unpleasant sensations in her stomach. Gradually these seizures have become more frequent, 
they are very irregular in time as they may occur once a month or three times a day. 

In 1945 patient underwent an appendectomy; then in the winter of 1945 she obtained, 
upon her own request, 8 ECT for a mental condition. In 1946 she was a patient in a hospital 
in New York City, where the diagnosis “Idiopathic Convulsive Disorder’’ (grand mal, petit 
mal and psychomotor convulsions) was made. 

For many years patient has felt that no one wants her near them, as she is troublesome 
during her seizures. Following the birth of her last child, she began to present depression, 


32 | volume xiv, number 1, March, 1953 


JOURNAL OF CLINICAL AND EXPERIMENTAL PSYCHOPATHOLOGY 


























EXHIBITIONISM 


frequent crying spells after the seizures, no concentration power, neglect of housework and 
the care of her newborn baby. She felt guilty about her spells, and she was afraid that she 
might harm the baby or herself during a seizure. 

A year ago she went to a private psychiatrist who found a normal EEG and administered 
anticonvulsive treatment without success. She came to the hospital with which the author 
was associated as a voluntary patient. Mentally she was depressed, discouraged and anxious. 

Personality. She is shy, reserved, a bad mixer, easily hurt, easily angered, often “kind of 
happy-go-lucky,”’ nervous, and she stays home most of the time because of her fear of having 
a sudden seizure. Unhappy when alone, she would like to have her husband with her at home. 
She enjoys playing cards and reading magazines and is only a moderate drinker and smoker. 

Psychometric Readings: Psychologic report stated that, fundamentally, patient is an 
epileptic type of emotional instability and a deep seated anxiety surrounding her sexual 
life. She is mainly afraid of failing not because she is lacking ability, but because she never 
knew love and affection as a child and was constantly ridiculed and chastised. She married 
late in life, the delay was due partly to fear related to the lack of sexual orientation, partly 
because of unwillingness to leave her family—perhaps her father. Although marriage offered 
an escape from rigid home stricture and discipline, she could not enter marriage with a clear 
conscience because of guilt feelings of long duration and because she can never be certain 
that she is ever fully accepted as a person. The home provided by her husband has been 
unsatisfactory from a material standpoint, leading to other anxieties. His constant absence 
from the house has not aided her in reconciling her long-standing fears and guilt complex. 

Szondi Profiles. Ambivalence in the sexual sphere, though with tendencies toward passivity 
and lack of motor drive. She feels very strongly the need to cling to any object which will 
give her love and support and is in constant fear of losing this “support.’’ Emotionally 
strict control predominates, but there is evidence of epileptoid outbursts. Highly emotional 
in her makeup, but is unable to express these feelings in an overt fashion. The ego is ex- 
tremely narcissistic in type, rejecting a need to become part of the environment, but con- 
stantly unhappy and helpless because of a basic need to develop a satisfactory rapport with 
this same environment. Frustrations are a catastrophe; and because of constant fear of 
loss of love and support, she is constantly frustrated. She cannot introject her feelings and 
needs, wants complete acceptance by the world. Will seek this end despite the difficulties 
involved, hence, there is a sado-masochistic pleasure in being frustrated. 

Following Admission. The patient was placed on an anticonvulsive treatment with 114 
grains of phenobarbital twice a day, but despite this treatment the patient had seizures 
once or twice a day almost daily. Patient has been very cooperative in psychotherapy. 
She obtained seven sodium amytal injections. The anticonvulsive treatment with various 
drugs was never efficient. However, there is evidence of a decrease of the number of spells. 
She still has feelings of inadequacy and anxiety. She is always concerned about her ade- 
quacy even in trifles. Before the author’s psychotherapeutic approach to the patient, she 
wore only slacks in order to avoid lifting her dress during her spells. 

The clinical observation and the interviews revealed the following information regarding 
the patient’s spells. The patient experiences an aura with a very uncomfortable sensation 
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in the epigastric region, which often has the character of a cramplike sensation, without 
drifting into the globus hystericus. Then she suddenly has a blackout; she never falls down, 
but she slides down on the floor without hurting her head or biting her tongue. There are 
no tonic or myoclonic contractions—no evidence of incontinence of urine or feces. During 
the spell, she may stare immobilized into space with no blinking of the eyes or facial con- 
tractions, only becoming pale in color. Frequently she lifts her dress and spreads her thighs; 
she often was not wearing any underclothing. The spell lasts only one to two minutes, after 
which the patient feels ashamed, somewhat tired, depressed, and has a vague recollection of 
what happened to her. In one sodium amytal interview, she admitted a certain awareness 
of her experiences during the blackout. There was no occurrence of consequent headache, 
sleep, stupor, or automatisms. 

She admits the blackout may be a sort of revenge on her mother or the manifestation of a 
rejection gesture of all females. Her mother’s constant criticism and nagging brought about 
a hatred towards her, with feelings of confusion and turmoil. The patient’s rebellion has 
taken the form of a spell. Hating her mother, she hates herself indirectly, since she also is 
a woman (masochistic trait, punishing herself she burnt her hand once during a seizure). 
Her mother represents all women, consequently she hates all females. This is the reason for 
her wishing to be a boy, suppressing and repressing all female qualities, deflecting the in- 
terests which girls normally exhibit, and denying all of the female nature. 

Patient also admits that her attitude during the spell may be a symbolized expression of 
a sexual frustration—a protective escape from all her inhibitions imposed by mother and 
the world—to an unusual irresponsible condition in which finally pleasure and comfort may 
be freely enjoyed without fear of being punished. The lifting of the dress imitates the first 
sitting on the lap of a boarder in her mother’s home; he was the only human being with 
whom she enjoyed highly pleasurable sexual intercourse, which she could freely engage in 
several times a week when her mother was not home. She was about 14 years of age at the 
time, and in order to be alone in the house with that man, she even wished that her mother 
were dead; a wish which caused severe guilt feelings. 

The fact that during the spells she frequently was wearing no underclothing and that she 
had opened her thighs was explained by the patient as being an unconscious invitation to 
sexual intercourse. The patient admits a clear relationship between a sexual drive and her 
spells. She thinks that the spells might be “an outlet for her sex organs.” Before the spell, 
she feels a certain sexual excitement and a sensation of dryness in the vagina which immedi- 
ately afterwards changes into a state of lubrication and discharge that resembles the condi- 
tion in an actual intercourse. The patient specifically asked the physician to help her in 
expressing herself as a woman so that she would not have to revert to spells for expression. 

Sexual Experiences. At five or six years of age, the patient saw a neighbor’s boy urinating 
under their porch, and when the boy showed her his penis, she was both curious and shocked. 
Her cousin assaulted her, when she wasnine yearsold. He wasencouraged by patient’s younger 
sister, who was curious to see a sexual experience. However, he was too young (only eight 
years old) and could not have sexual intercourse. He merely touched her vulva with his 


penis. 
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A shock came with her first menstruation; not having any sexual education, she thought 
that she had injured herself. She ran to her mother, who merely told her that this bleeding 
was a “great secret” which should never be mentioned to men. Her mother did not tell her that 
the bleeding occurred regularly every month. The next month when she had it again, she was 
frightened and did not tell her mother, hoping that the bleeding would stop. For many years 
she suffered from anxiety, guilt feelings, and great discomforts, during her menstrual period. 

Patient does not admit masturbating habits. At the age of 14 she began having sexual 
relations with a boarder in her parents’ home. He was good looking and about 30 years old. 
One day when she was in his room, he asked her to show him her panties, and she did. Then 
she sat on his lap, and he began to tell her pleasant things, which she never heard before. 
For a long time she had normal sexual relations with that man, but the great pleasure was 
overshadowed by the fear of being discovered by her mother. It was around that time that 
the patient began to have her spells. 


Mother. Patient’s mother, who is of Czechoslovakian origin, is in her fifties. She is 
domineering and the absolute ruler of the family. She has always rejected the patient 
and never showed her the slightest degree of affection. The mother criticized and nagged 
her for anything and would beat her for the smallest trifle, often in a cruel way. There was 
an iron discipline in the household and an absolute dictating from the mother without the 
slightest interference from the father. If the patient dried the dishes slowly she was lazy, 
if she did them quickly the job was done superficially. The mother rejected her, everywhere, 
anytime; insulting her and calling her “dumb,’’ stupid, and clumsy. Her good marks in 
school were overlooked, only the weakest points were picked up and criticized. Her mother 
sneered at her and beat her fingers. The mother would force her to practice on the piano 
for hours in a cold living room, where she shivered and her fingers became stiff. The piano 
teacher was also a cruel man, who kicked her in the legs when she made a mistake. Her 
mother and father wanted her to become a concert pianist, despite the fact that her musical 
talent was below average. The patient was afraid to tell her mother that the music teacher 
had hit her, because she knew that her mother would not sympathize with her. 

This rejection gradually built up resentment, hostility, hatred, and feelings of inadequacy, 
inferiority, and anxiety in the patient. She sees only her mother in the whole world; if her 
mother rejected her, the whole world does too. If her mother told her that everything that 
she does and thinks is wrong, the whole world must have the same concept of her. Patient 
admits that strong feelings of hatred between her and her mother still exist even today. 
The mother insulted her and tried to choke her six months ago when patient was under a 
private psychiatrist’s care. The mother has never visited her daughter at the hospital. 

Father. Patient realizes that she was unconsciously in love with her father, and that hatred 
between mother and daughter was nothing but unconscious, unequal biologic rivalry between 
two females in conquering and serving the love of one man. The patient admitted that the 
“spell of unconsciousness” with its sexual-symbolized, unconscious behavior pattern was a 
protest against the rejection and inhibitions arising from the relationship to her mother. 
From the deep psychopathologic standpoint, it was an aberrant expression against the 
Electra complex. 
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Husband. In her husband the patient sees her father, whom she loved and resented at 
the same time. The resentment arose from wounded feelings, which started when he did 
not protect the patient enough and did not intervene in the distorted relationship between 
mother and daughter. The patient is frigid; she does not show her husband any affec- 
tion, rationalizing this attitude with advice from her mother—‘‘if you show love to a 
man and he gets what he wants, he will then leave you.” Although suggestions from the 
mother were ignored, the patient felt this advice was worth following. When it was ex- 
plained to her that the identification of her husband with her father may be one of the causes 
of her frigidity (because of unconscious incestuous inhibitions), the patient began to have a 
gradual insight into this situation. Even as an adolescent, when she was alone on a date 
with a young man who started to pet and kiss her, she would not exhibit any emotional 
changes, despite the fact that she was sexually excited and possibly had some pleasure. 
She controlled herself in order to hold the man in a puzzling suspension and because she did 
not want to show her real feelings. She still has the concept that ‘“‘you should keep a man 
guessing in order to keep him.” “I can’t show my love sincerely,’’ she states. 

Summary. On the basis of the history, the basic dynamics, the symptomatology, and the 
whole course of the syndrome, the author suggests that this convulsive disorder is due pri- 
marily to conversion hysteria. 

For complete amnesia and an absolute unconsciousness, it is necessary to assume an arrest 
of function in certain areas of the diencephalon and mesencephalon. It is known that 
neurologic and neurosurgical lesions within the mesial portions of the diencephalon produce 
coma without clinical evidence of paralysis of corticospinal or cortical mechanisms. 

There is a probability that this patient is suffering from a convulsive disorder due to some 
lesion in the mesencephalic or diencephalic region caused by an old pathologic process of 
poliomyelitis; however, this disease very rarely strikes the brain stem and the cortex. The 
patient does not suffer from convulsions, but only from short periods of unconsciousness, 
that would fit to a lesion in the mesencephalic or diencephalic region. But such lesions are 
mostly accompanied by other neurologic symptoms; for instance, by bilateral and unilateral 
ophthalmoplegias. There are no such neurologic changes, in this case. The attachment of 
the physical translation of the repressed dynamics takes place in a weakened organ system 
somewhat affected by an acquired disease or being structurally less integrated by an inherent 
constitutional inferiority. In this case, the conversion may have selected the mesencephalic 
or diencephalic areas of the central nervous system, which may be submitted to periodic 
pathologic psychogenic discharges in form of symbolized regressive seizures of the un- 
consciousness. 

Following, there will be mentioned briefly 5 cases of schizophrenia in which exhibitionistic 
performances play only an insignificant and secondary role. 


A female, 38 years old, M. M., who had three admissions to a mental hospital with the 
diagnosis of schizophrenia, catatonic type, admitted masturbation throughout her life, even 
though she has been married. Prior to her first admission at the age of 21, which was 
several months after she had married, she masturbated openly outdoors, sitting in a chair 
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in front of the house and in the presence of many people. As a reason for it, patient stated 
she wanted to be pardoned by the world, even though she felt guilty. 

Another female patient, 16 years old, M. D., with diagnosis of schizophrenia, hebephrenic 
type, on first admission to hospital presented, during disturbed and excited episodes, many 
exhibitionistic attitudes such as lifting her dress up to the pelvic region and showing her 
thighs and legs. 

A third patient, K. D., 40 year old female, on second admission, with diagnosis of schizo- 
phrenia, hebephrenic type, had an episode of excitement during a short parole at home. She 
became suddenly excited and profane towards her two teen-aged daughters to whom she 
exposed herself indecently. 

A male patient, M. N., 36 years old, a paranoid schizophrenic, with evident homosexual 
tendencies, had episodic panic conditions, exhibited himself indecently on the ward to a 
teen-aged patient whom he approached several times for homosexual experiences. 

The fifth patient, O. S., a 32 year old male, was a paranoid-schizophrenic whose history 
revealed an over-protected childhood by a neurotic mother. Prior to his admission to the 
hospital, he had the delusion of omnipotence, to be half woman and half man, possessing 
female and male sexual organs. This man was sexually extremely frustrated and admitted 
that as a boy he often peeked at his mother. On one occasion, before his admission, he had 
indecently exposed himself before a large mirror, admiring his naked body. 

The above cases are only a few examples of the essential importance of the sex drive, 
which in schizophrenics or other psychotics may also take the disguised, symbolized form 
of repressed and distorted sexual behavior. These observations are common in state mental 
hospitals and they do not have the significance of sexual offense or dominate the clinical 
picture. Mostly the patients have an absolute amnesia for this behavior. 


DEFINITION, PSYCHODYNAMICS, PERSONALITY MAKEUP AND DIAGNOSTIC EVALUATION 


For a better understanding of the aforementioned cases, there will have to be a clarifi- 
cation of the meaning of exhibitionism in the light of the hypotheses in the literature, its 
basic dynamics and drives, and a brief description of the personality of the exhibitionist. 

“Exhibitionism” seems to be a symptom of the most various clinical mental syndromes 
and not at all a disease entity. In the 7 major cases presented, this symptom is a dominating, 
compulsory phenomenon, which may distort, in a deleterious way, the sexual behavior of 
the patient, leading him to sexual offenses. In the other 5 cases, this symptom had to be 
considered only on a secondary plane without any importance for the clinicai syndrome and 
for the special behavior of the patient. 

Not all authors accept the general sexual definition of exhibitionism, namely the concept that 
exhibitionism is synonymous with the indecent act of exhibiting the penis before women. 
Karl Menninger, for example, gives a general definition which states that exhibitionism is 
a universal gratification of the individual in exposing to the world the charms of the qualities 
of his personality. In this definition, there is no sexual component, not one word about 
offense, but only the allusion to a narcissistic overindulgence, which seems to be very obvious, 
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in continuously persistent exhibitionistic performances and which may have as a psycho- 
pathologic background a compulsive denial of great unconscious fears. 

The general conception of Menninger about “exhibitionism” seems to be the equivalent 
of the so-called “displaced exhibitionism’’ of Rickels, who thinks that the exposure of spe- 
cially beautiful dresses, of special adornments of clothing, like furs, scarfs, jewels, embroidery, 
special coiffure, cosmetic makeup, etc., by the female sex, and loud neckties, socks, and 
makeup of the so-called “heroic virility’ of men, are nothing more than the disguised ex- 
pression of a narcissistic drive with a strong instinctual compulsory sexuality. Rickels 
asserts that exhibitionism as an act of exposing the penis may be normal or‘ abnormal, 
depending upon whether exhibitionism achieves by compulsory performances a purposeful 
goal—meaning to shock the viewer. 

If exhibitionism does not have this end drive, Rickels does not regard it fundamentally 
as an aberration of sexuality. For an explanation of this interesting differential point of view, 
the author suggests a brief survey of the history of man. In primitive, ancient times, in the 
gray days of our history, man, living on a low animalistic level, had no feeling of shame or 
of decency in connection with the exposure of any part of his body including his external 
genitalia. The pleasures, in relation to coitus, through the penis, brought man to the in- 
stinctive urge to adore this organ as a continual source of enjoyment, and as soon as he 
found out the connection to procreation, a step to a higher admiration for this organ was 
quickly taken. 

Phallic worship has been known since time immemorial and possessed the aura of 
mysticism and the flavor of magic power. Deities in antiquity, religious cults of various 
ancient peoples, historical legends, folkloristic habits and ceremonies embraced various and 
manifold manifestations of phallic symbols to glorify the virile strength, the domineering 
power of procreation and the eternal source of pleasure of this wonderful organ. The pillars, 
rocks, and serpents of the Old Testament, the holy bull Apis, the god of Osiris, and the 
obelisks of the Egyptians, the custom of the Maya Indians to appoint certain persons to 
perform coitus at the time of seeding in order to obtain a good harvest, the buffalo dance of 
the Sioux tribe, and many others are instances of obvious ur disguised manifestations of 
phallic symbols and acts. 

There is a possibility that the man who exposes himself today in our civilized world, which 
makes a taboo of our sexual organs, protests against the cultural inhibitory patterns. In 
readopting the old lower level of the animalistic life of our ancestors, the exhibitionist returns 
to an episode in the history of mankind, when phallic worship had an essential and predom- 
inant existence. This atavistic behavior, which today is considered as sexual offense, sym- 
bolizes to the narcissistic exhibitionist a gratifying substitute for a normal sexual outlet. 

Glovis Himing narrows the definition of exhibitionism stating that real exhibitionism is 
of genital nature, and in his study he uses only the expression “genital exhibitionism.” His 
definition is otherwise a common one and refers strictly to the indecent exposure of the male 
sexual organs. 

Other authors also mention in their definitions the drives of the patient. For Kahn, 
exhibitionism is ‘a display of the genitalia for the purpose of sexual satisfaction,” but he 
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doesn’t refer to the difference between male and female exhibitionism. Karpman states that 
exhibitionism is a “form of erotic symbolism based on a perversion of courtship.”” Kron- 
feld’s definition is: ‘“Exhibitionism is a sexual act remaining rudimentary.” Ermest Jones 
states: “Exhibitionism is sexual excitement and the act of displaying an erotogenic part of 
the body.” 

The basic dynamics of exhibitionism were first studied by Freud and his disciples. Freud, 
with his biologic approach to psychopathology, asserted that in our early psychosexual de- 
velopment, in the autoerotic stage, two separate “component impulses’ dominate the psyche 
of the child. Firstly, the pleasure to see the human body and genital organs, which is 
nothing else than sexual curiosity; and secondly, the pleasure to show. This latter is asso- 
ciated with the narcissistic happiness caused by the continuous feeling of possessing a normal, 
healthy body. Freud thought that this feeling may be synonymous with “general sexuality” 
in the child that is not yet focused on the immature sexual organs. The instinct impulse 
of “looking” Freud called “scoptophilia,” and “showing” is “exhibitionism.” He thought 
that in the later stage of sexual development, under the strong influence of civilization and 
under the imperative of an already normally functioning superego, both components will 
fuse together and will gradually form the normal heterosexual impulse of the adult. The 
libidinous dynamics of the early scoptophilia and exhibitionism will sublimate in the normal 
adult under the form of the feelings of shame, which will not be confined only to the naked 
body, but may also regard the general prohibitions in our social relations and even con- 
versations. Obscene wit, pleasure in talking in the limelight, especially in the presence of 
women, are signs of the disguised mild infiltration of the old regressed sexual components of 
our infancy and childhood, but still controlled fairly well by our idealistic judging superego. 
The sublimation of scoptophilia and exhibitionism does not occur in the immature child; 
and this is the reason children have neither shame nor embarrassment in showing their 
naked body. Also, in the perversions, in the infantile regressions, in general and in various 
psychopathologic conditions, in psychoneurotic conflicts, or in various mental disorders, the 
scoptophilia or the exhibitionism may persist and dominate unsublimated the behavior of 
the individual. These phenomena may present themselves either in separate symptoms or 
under the form of alternating clinical syndromes, as was illustrated in the case of R. P., 
where there was scoptophilia mixed with exhibitionism, despite the fact that he denies the 
latter categorically. 


Fenichel expresses the opinion that scoptophilia may have the libidinous purpose to 
“incorporate”’ in one’s self what is connected with the visual perception and the erotic touch. 
It could be actually the expression of sadistic impulses, or, in other words, the unconscious 
substitute for destroying what is seen. For exhibitionism, the same author admits as a most 
dynamic factor the “‘castration complex” which Karpman also admits. In the perverted, 
in whom there is infantile regression without repression, the exhibitionistic experiences 
produce an erogenous pleasure and a certain increase in self esteem. This again is used as 
a reassuring and protective mechanism against castration anxieties, which unconsciously 
persist in the regressed individual. These immature personalities may use exhibitionism to 
reject possible hazards related to normal sexuality, and also to deflect other parts of infantile 
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sexuality, especially the Oedipus complex. Exhibitionism, in connection with this concept, 
could be interpreted as a magical or rebellious gesture against the authority of the civilized 
world, being in this case a violent manifestation against the father or against a domineering, 
neurotic mother. Perhaps it could also be a helpless, distorted attempt to cut off the ties 
between a dogmatic and harsh father-discipline and himself, or more likely to discontinue 
the persistent umbilical cord to a frustrated mother, who wants to possess and dominate 
him for always and ever. It seems as if the exhibitionist would intimidate and frighten the 
world with his sexual organ, showing everyone that he is a man endowed with all powers 
and not a weak, fearful, and dependent child. In the same direction, Rickels also accepts, 
as a strong motive for exhibitionism, the eventual necessity to find an escape for a long- 
lasting frustrated, incestuous desire, that also is accompanied by severe anxiety. 

For the formation of exhibitionism, Karpman attributes the following psychic mechan- 
isms: regression, compensation of sexual inferiority, psychic traumata (the witnessing of 
sexual intercourse of parents), and religious conflicts and doubts. He expresses the opinion 
that exhibitionism may be also a form of ambivalence, an act of protest and challenge against 
the moral culture. 

Hirning centers the dynamics of exhibitionism more around the conflict relative to mas- 
turbation. The trauma of the sexual self-satisfaction plays an important etiologic factor in 
the production of exhibitionism, including the spanking for masturbation, the threats of 
castration, or circumcision, and the masturbation guilt-anxiety. 

Almost all the aforementioned patients admitted masturbatory experiences in childhood 
and in their adulthood. Three patients admitted masturbation during or consequent to 
scoptophilic and exhibitionistic experiences. According to Hirning, only a few of his patients 
admitted masturbation and only approximately 10 per cent would bring their exhibitionistic 
experiences in connection with sexual pleasure. Though the author believes that exhibition- 
istic experiences are the perverted end result of all different psychic mechanisms related 
to the ritual of a symbolized rudimentary regressed sexual activity, the intrinsic related 
pleasure does not seem to be too obvious. In other words, it is not definite whether or not 
the exhibitionist has the high pleasure of a normal sexual experience. The concept of the 
substitute, or a partially symbolized fulfilled sexual intercourse, is a vague hypothesis. Only 
one patient admitted that he had an actual relief when he masturbated consequent to the 
scoptophilic experience. The patient used the words: “to get off his chest the pressure and 
excitement.”’ 

Stekel was the first to talk about the compulsiveness of the exhibitionistic act, which 
may be, in his opinion, the strongest dynamism of this phenomenon. Rickels dedicates a 
separate chapter in his book to a long discussion of the compulsive character of the ex- 
hibitionist. He thinks the exhibitionist is compelled by energetic, repressed unconscious, 
libidinous elements to perform these acts. The exhibitionist can not resist these compulsory 
drives and he probably does not have a direct pleasure. He seems to be satisfied only with 
the experience of noting the strong emotional shock from women to whom he exposes himself. 

All the author’s patients state that they are “forced by something” and that they don’t 
understand the sense of their exhibitionistic performances. It is obvious that the drive is 
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EXHIBITIONISM 


of a compulsory nature, which the patients are not able to control. In order to solve the 
psychic conflict and being unable to do it with the higher moral side of the personality, the 
patient may seek refuge in alcoholic intoxication, as could have been possible in the case, 
C. W. In this case, the patient got drunk excessively without any previous meditation, and 
then in an uncontrolled, clouded mental condition, he could perform the exhibitionistic acts. 

That exhibitionism might be related to repressed sadistic-masochistic drives of the indi- 
vidual was mentioned in the discussion of the concepts of Fenichel. It is well-known that 
all pregenital impulses with the goal of possessiveness, greediness, and incorporation, which 
in the first days of our personality development are manifest and concentrated on our 
feeding, possess a certain destructive factor. Later this sadism is also focused on the anal 
region, but other erogenous zones may originate sadistic impulses. It is believed that in a 
progressed stage of development the unresolved psychic conflicts in neurosis might have 
their origin in specific repressions of these sadistic tendencies of infantile sexuality. 

Masochism is the other pole of these drives and directs the destructive tendencies in sexu- 
ality against the individual’s own ego. The goal of self-destruction seems to be contra- 
dictory to the pleasure principle and the self-preservation of the individual. 

Among the cases reported here, there are only two where one might suspect strongly 
masochistic drives behind the exhibitionistic performances. Patient C. W. as a child ac- 
cepted the “head beating” from his brother, F., without any protesting fight, despite the 
fact that he was much stronger. Patient K. B. burned her hand on a stove during one of 
her “seizures.” 

There is a possibility that the male patients feel a sadistic pleasure when they shock the 
women to whom they expose themselves indecently. In this respect, it is interesting to quote 
a case, reported by Lasegue, about a man who exposed himself only in churches, because he 
loved to see the shocked and surprised faces of the women in religious devotion who would 
not expect such performance of male obscenity in a place of high spiritual dignity. The 
author’s patient W. B. had great fun from his exhibitionistic performances with outbursts of 
laughter when he saw the shocked faces of the girls. Perhaps the patients seek punishment 
for themselves through the act of exhibitionism. They may be looking for the legal conse- 
quences of the sexual offense. To Lasegue, exhibitionism means punishment and perhaps 
destruction. 

In discussing the dynamics of exhibitionism, Rickels studies carefully the mother of the 
patient, scrutinizing her personality and relationship to the son. Rickels states that these 
mothers are extremely narcissistic women with the unconscious domination of a marked 
penis-envy. They are the type of mother who through faulty training spoil their sons. 
These mothers give either too much affection or no affection at all. In either case the end 
result will be an emotionally immature, unintegrated personality, a son who will not be 
able to adjust himself to the world or to cope with reality. These mothers have the tendency 
to keep their sons attached to them, to direct them, interfering with their family life. They 
may be the cause of various conflicts and the marital unhappiness of their children. The 
mothers of exhibitionists are often highly neurotic, domineering, aggressive, frigid, sexually 
frustrated, probably victims of the unresolved conflict of the penis-envy. 
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Another type of mother is the so-called martyr type of woman, who seeks sympathy, 
over-indulgence and tolerance from their sons and from the world. As a rule, they use their 
sons in compensatory and identification mechanisms to repair their injured narcissism and 
in their overpossessive tendencies to fulfill a long-lasting craving for the power to show 
through their sons they have finally gotten what they were looking for: the penis. In this 
paper there was evidence of such mothers in 4 cases; especially W. B.’s mother, who is a 
unique example, as she practiced fellatio with her son, despite his marriage and reluctance. 

The personality makeup of the exhibitionist is surprisingly the opposite of what one may 
expect. There are usually motives of a proper moral attitude within the families of the 
patients and great inhibitions in regard to discussing sexual problems. Often the exhibi- 
tionist is a show-off of idealistic decency, as was J. D., who did not have a sexual experience 
until he was married at the age of 28 and who would not go to see a show with dancing girls, 
and who pretended only having read “heavy classics.” 

Exhibitionists also might be diligent church-goers, religious, dominated by shyness, 
timidity, and feelings of inadequacy; they may be endowed with the minimum of aggres- 
siveness and may have had various failures in life, as was seen in the cases of W. B., J. D., 
and R. P. Anxiety, tension, and a certain restlessness may be caused by the psychic con- 
flict, consequently, the hopeless struggle with the compulsion. They are mostly embar- 
rassed and ashamed of their behavior. One may suspect that they don’t get relief from their 
tension until they are aware that their sex organ was seen. During the exposure, they may 
stay in a stupor or dreamlike dazed condition, which they may deny, as did the patients 
J. D. and R. P. It is not known whether or not this might be due to an actual amnesia. 
This special absent-minded condition induced some authors to see in the exhibitionistic per- 
formance a manifestation of an epileptic psychomotor equivalent. There isn’t any definite 
proof for this concept because the last diagnostic resort—electroencephalography—cannot 
be considered of absolute value. However, in the case of K. B., during the petit-mal-like 
seizures, there often was the exhibitionistic performance in the form of an invitation to 
sexual intercourse, which might be considered as a disguised manifestation of a deep re- 
sentful protest against the mother and of numerous inhibitory sexual frustrations. Stubborn, 
obstinate, conceited, and mostly unpleasant in social intercourse, these patients are im- 
mature in their sexual relations. 

The exhibitionist also may present a great deal of resentment and hostility as a revenge 
for deprivation in the parents’ home and for an unhappy childhood. However, these types 
were mostly seen in severe criminal sexual offenders whom the Columbia research group 
studied in Sing Sing Prison under the guidance of David Abrahamson. 

Karpman, in his dynamic studies of the sexual psychopath, points out that the patterns 
of human abnormal behavior commonly belong to the group of perversions or “‘paraphiliac 
neuroses.”’ These reactions are abnormal from a biologic standpoint and, not being accept- 
able by society, they bear the seal of prohibition. All sexual offenders, including the ex- 
hibitionists, in Karpman’s opinion are considered as paraphiliacs. Despite the common 
observation that the paraphiliac shows a rigid affect and an immutable fixed behavior pat- 
tern, Karpman asserts that the basis for their disturbance is a disguised psychoneurosis. 
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He found in his cases a history of states of depression, inferiority feelings, hypochondriasis, 
hysterical convulsions, temper tantrums, distinct sado-masochistic trends, and even suicidal 
impulses. 

The roots of a manifest clinical psychoneurosis and of a paraphilia are identical, but 
after a certain development, both conditions diverge and follow different pathways. The 
cause of the diversions has to be sought in faulty psychic reactions since early childhood. 
One type of neurotic child will be able to repress the prohibited sexual libido and will be 
integrated enough to sublimate it in a later stage of personality development, or if this fails, 
there will still be left the possibility to convert it into a socially acceptable psychoneurotic 
symptom, as anxiety or depression, or into a psychosomatic disorder. The other type of 
child will not be successful either in regression or in conversion, and may present later on 
a disguised, distorted, socially unacceptable behavior disorder, which may take the form of 
various sexual offenses. 

The paraphiliac on the surface shows the behavior of a psychopathic personality; lack of 
moral responsibility, faulty judgment, lack of ability to plan and foresee, lack of emotional 
control, inability to curb the instinctual drives, which are under a too strong deleterious 
influence of the pleasure principle. Besides, these individuals, according to Karpman, show 
an absolute lack of insight and an uncontrolled aggressiveness. 


Rickels also thinks that the exhibitionist is primarily a psychoneurotic of the obsessive- 
compulsive type, emphasizing particularly that they are not psychotics and that they are 
all males. The studies of Freud and of his disciples, including Fenichel, point out that the 
basis of exhibitionism is a psychoneurosis under a special form. Kahn, Kronfeld, and 
Sthehelin think that the exhibitionist is primarily a psychopathic personality. The cases 
presented here show that exhibitionism may appear as a predominant symptom in the most 
various mental conditions; in the psychopathic personalities without and with psychosis, 
posttraumatic and postencephalitic personality disorders, manic depressive psychoses, con- 
version hysteria, and cerebral arteriosclerosis. As was seen in 5 cases, exhibitionism may 
be a secondary symptom without much nosologic significance in schizophrenia. Also, in 
other organic psychoses or other mental disorders, exhibitionism may be a symptom as in 
general paresis, senile psychosis, and mental deficiency. The possible relationship to epi- 
lepsy was already mentioned. 

On the basis of our scanty knowledge of the actual etiology and pathogenesis of the sexual 
offenses, it perhaps would be a compromising solution to consider the sexual offenses as a 
partial product of a general regression returning to one of the primitive stages of our psycho- 
sexual development, or as a symptom of fixation on a lower level of the same personality 
development. In either case, in this stage of psychosexual development, the individual does 
not possess the judging and inhibiting superego as if a not-ceasing, warm, protective shield 
of the parents rendered superfluous the responsibility of the acts dictated by the instincts 
and by the pleasure principle. That this general regression appears under special forms with 
apparently different but actually analogous psychodynamics in the frame of the most various 
mental disorders, seems to be almost a well-established fact of clinical observation. 

Interesting is the observation that in deep catatonic stupor, which psychologically might 
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be interpreted as a symbolic expression of the dramatization of death, there is often seen an 
apparently senseless nudeness. Also, in deteriorated patients there is the same tendency to 
uncover the body. The stuporous catatonics use amnesia mostly for tearing off their clothes 
and for the exposure of their naked body. Whether or not, in such cases, one is dealing 
with exhibitionism in the sense of the psychopathologic concepts, is very hard to decide. 


Are only males exhibitionists? Despite his categorical assertion, Rickels mentions a 
mentally deficient girl with exhibitionism. However, he points out that her behavior was 
perhaps caused by carelessness rather than by purposeful indecent exposure. Rickels clings 
to his definition that true exhibitionism is found only in males. The reason females are not 
exhibitionists is because they do not possess a penis and, according to Fenichel, their dynam- 
ics are probably rooted in the belief of their early childhood that they had been castrated. 
This complex inhibits perverted genital exhibitionism and produces a displacement of ex- 
hibitionism to the body as a whole. Rickels also speaks about this displaced female exhi- 
bitionism, which manifests itself in exaggerated exhibition of the female secondary sexual 
characters; legs, hips, hair, and breasts and also attractive dresses and makeup. 

Karpman describes several cases of female patients who exhibited an abnormal sexual 
behavior, which could be analyzed as a sort of exhibitionism. 

The case presented here, K. B., indecently exposed herself during ‘“‘black-out spells,’’ but 
the exhibitionistic performances are merely a symptom of conversion. The same can be 
said about the other 3 female schizophrenics who showed secondary exhibitionistic per- 
formances within the syndrome of schizophrenia. 


BIOLOGIC APPROACH 


The author has also attempted to approach the problem of exhibitionism from a biologic- 
endocrinologic standpoint. In 3 cases, the 17-ketosteroids in the urine were determined 
before and after the epinephrine stress in the 24 hour urines. Unfortunately, these tests 
were not performed in more cases. The determination of the 17-ketosteroids was performed 
by Dr. Rodriguez, who used the modification of the Zimmerman test by Drekter and Pearson. 
The author has no intention of forming any conclusions, because there were too few cases 
and the technical laboratory errors were too great. Nevertheless, the attempt to approach 
the sexual offender from a biologic angle seems worthwhile, despite the bluntness of our tools 
of investigation. Strecker mentions in his textbook the vagueness of an endocrinologic 
approach to homosexuals but does not mention anything about the exhibitionists. Under 
the influence of the great modern advances in scientific research, perhaps there would be the 
possibility to include our mysterious sexual psychopathology into the stress problem and 
adaptation syndrome of Selye, although our first steps are not too hopeful or encouraging. 

The eosinophil response to epinephrine and to ACTH was employed in many syndromes, 
including psychosis, psychoneurosis, and alcoholism, as an indicator of pituitary-adrenal 
reserve. A positive response to epinephrine cannot be obtained unless both the hypo- 
thalamus and the pituitary body are unimpaired, whilea positive response to ACTH does not 
require normal function of the hypothalamus. 
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Usually 0.3 mg. of epinephrine is given by subcutaneous injection and a response should 
be considered positive when the blood eosinophils drop 50 per cent or more and negative 
when they drop less than 50 per cent at the four-hour interval. A negative response is con- 
sidered a sign of pituitary-adrenal dysfunction. 


Technically, the author and his staff proceeded in the following way: In the moming 
they took from the fasting patient a blood specimen of several cc. for the blood sugar deter- 
mination and for a differential blood count. They injected the above mentioned dose of 
epinephrine and afterwards took two other specimens of blood, one two hours following the 
injection and the second after four hours. 

The 17-ketosteroids were determined in full amount in the 24-hour urine: one in the rest- 
ing patient and the second specimen consequently the stress of epinephrine. The 17-ke- 
tosteroids are compounds not directly derived from the adrenal gland itself, since none of 
them have been isolated as yet from adrenal tissue. In normal human beings, the 17-ke- 
tosteroids regularly found in the urine are: androsterone, etiocholandone, epiandrosterone, 
dehydro-epiandrosterone, 11-keteotiocholandone, and _ 11-hydro-oxyandrosterone. The 
quantitative extraction of 17-ketosteroids requires hydrolysis of the urine, since these sub- 
stances are excreted as esters, and as a result of the hydrolysis certain artefact substances 
are derived from the parent compounds. In the male, approximately one third of the 17- 
ketosteroids derive from the testis and the other two thirds are adrenal steroid metabolites; 
in the female, the total rate in the urine is lower and probably derive only from the adrenal 
gland. The proof that their derivation depends on adrenal precursors is the fact of their 
great diminution in the urine of patients with Addison’s disease, and following adrenal- 
ectomy, and their increase in hyperadrenal states, as in Cushing’s disease, adrenogenital 
syndrome, and following ACTH administration. An increase of the 17-ketosteroids is also 
noticed as a normal response—consequently, the epinephrine stress. 


The author’s findings were not conclusive, and, therefore, are not reported here. 


TREATMENT AND LEGAL APPROACH 


In those cases in which exhibitionism is a minor symptom of a neurotic or psychotic dis- 
order, treatment regards primarily the predominant syndrome and the exhibitionism has no 
more importance than any other symbolized symptom or hallucination. But, in cases 
where exhibitionism is a major symptom, with a neurotic or psychotic background and with 
the stigma of sexual offenses, the problem becomes very complicated from a social and legal 
standpoint. 

According to the Act of the District of Columbia, June 9, 1948, a sexual offender or sexual 
psychopath means: “a person, not insane, who by a course of repeated misconduct in sexual 
matters has evidenced such lack of power to control his sexual impulses as to be dangerous 
to other persons because he is likely to attack or otherwise inflict injury, loss, pain or other 
evil on the objects of his desire.” 

A part of Recommendation IV to the Governor of the State of New York given in 1950 
by the Columbia Psychiatric Research Group of Sexual Offenders is the following: “The 
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need exists for law to protect women and children from certain dangerous sex offenders 
who, under present law, are held in prison for limited periods and then must be released 
regardless of whether there is any improvement of the mental or emotional condition which 
caused them to commit abnormal crimes against the person; therefore, we recommend legis- 
lation providing that when any offender be convicted of rape or sodomy involving the use 
of force or violence, or against small children, or convicted of felonious assault involving a 
sexual purpose, the Court, after psychiatric examination of such offender, may sentence such 
offender to serve an indeterminate sentence having a minimum of one day and amaximum 
of the duration of his natural life.” 

The author’s opinion is that even stricter laws and heavy prison sentences will not solve 
the problem of the sexual offender. Though the exhibitionists and voyeurs are considered 
minor and not dangerous sexual offenders, among them there are many who have served 
long prison sentences without effect, as was illustrated in the case of F. W. Twenty to 
thirty-five per cent of all sexual offenses are committed by exhibitionists. In the Middle 
Ages, the homosexuals and sexual psychopaths ended their lives on the gallows, and if legis- 
lature of modern times has to guarantee protection to all its citizens, this can not be accom- 
plished by confinement in prisons only. The unresolved problem of the sexual offender is 
mainly caused by our failure in treatment and by the rigid conception of the law, which con- 
siders only the insane irresponsible for his acts. The sexual offender, not being considered 
as psychotic, is declared responsible for his acts and, therefore, punished with isolation from 
society just as any other criminal. But the sexual offender is really not responsible for his 
acts! Karpman thinks that the exhibitionist is as irresponsible for what he does under the 
command of his tremendously strong aberrant sexual drive, as the psychotic under the dictate 
of delusions or hallucinations. The sexual psychopath commits his offense forced by his 
irresistible compulsions; the insane person is driven by the fictitious creations of his psychosis. 
Both are irresponsible and need help, but because we fail in our treatment, the helpless 
victims of enigmatic drives are sent back to the courts, which have the alternative of parol- 
ing them or confining them to prisons. This instance is the same as in almost all cases of 
psychopaths, who can not correct their behavior even with 10 prison sentences. If our 
treatment of sexual offenders is still very unsatisfactory and we are obliged to protect society, 
we have no other choice than to keep them confined in our hospitals, and we should not send 
them back to a judge, who may imprison them. 


Unfortunately, sexual offenders are usuallynot amenable toany typeof intensive, dynam- 
ic psychotherapy. If they don’t deny flatly their acts, accusing the police and witnesses 
of misidentifying or of persecuting them, if they don’t rationalize even in the most illogical 
way, as in the case of J. D., they will be superficial, unproductive and stolid, even indifferent 
in the admittances of their acts and experiences. Most of them are unable to think intro- 
spectively, to make efforts to interpret their drives and motives, to be more cooperative in 
the therapeutic attempts of the psychiatrist, and to put in action efforts to overcome the 
difficulties of their problem. Contact with them is very difficult, but they will continue to 
reassure their cooperation in the elaboration of their dynamics; they are short in their verbal 
communications, rigid in their affect, some may be even sarcastic and hostile, cautious, 
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suspicious, apathetic, or passive, some with anxiety, tension, and fear of not being cooper- 
ative enough as could benoticed in the behavior of the patient R. P. They are sometimes 
blocked and dominated almost entirely by the strong mental mechanisms of projection, 
rationalization, and resistance. Psychotherapy does not seem to give enough evidence of 
successful results in the attempt to change somewhat the antisocial, introverted, narcis- 
sistic behavior of the sexual offender. The author has theimpression that the psychodynam- 
ics determined by the intrapsychic neurotic stresses are not as important as the defect in 
the personality structure, for which there is no promising treatment yet. 

Sexual problems are present on the basis of almost all neuromental and emotional dis- 
orders, but if they assume the force of the primary sexual offense, we are almost helpless. 
The author made every effort to submit the patients to psychotherapy, but it was very dis- 
appointing. One of the best illustrative instances is the case of C. W. Even during the 
sodium amytal interviews, he was telegraphic in the productions, resisted absolutely to 
hypnosis, and on the day of his discharge he continued with the greatest peace of mind to 
read his newspapers before the judge, who could have sent him to prison. When he was 
asked how he felt before leaving the hospital, his answers were laconic. 

In spite of this gloomy outlook on the treating of these patients, we must not give up the 
fight and must continue our research. If the sexual offense is ancient as history of mankind, 
this is not an argument to accept the sexual psychopath as a necessary evil of our society. 
In addition to this, a vast social prophylactic program with well-trained social workers, 
psychologists, and psychiatrists in behavior clinics all over the nation should be instituted 
for the prevention of sexual offenses by educating the parents, especially the mothers. 

Although psychopathologic problems are very complicated, embracing genetic, biologic, 
pathologic, and social—environmental influences, we have to continue our researches. If 
deep psychopathologic research has remained unsuccessful to the present time, perhaps the 
answer will be found in constitutional, biochemical and endocrinologic defects, which may 
be the basis of all these distorted phenomena, that we actually study only in their external 
manifestations. Pure psychologic phenomena, in all probability, don’t exist, but if they 
existed they would be more accessible to deep psychotherapy—a fact which usually is not 
noticed in the refractory and persistent psychopathology. The fact that the first steps of 
our biologic approach are not encouraging does not mean that we have to discard this di- 
rection. We do hope that the scientific inaccuracy, laboratory errors, the impossibility to 
penetrate deeper into the mysteries of genetics and heredity, the faulty training and edu- 
cation in the home, and the most deleterious environmental social influences which still 
exist at the present time, will be corrected more and more in slowly progressive efforts 
to such an extent, that the exhibitionist and the jailed sexual offender will perhaps be, in 
the more civilized future of mankind, an historical, pitiful figure, as today we regard the 
major hysterics of the Middle Ages who were burnt on public scaffolds, as witches possessed 
by the devil. 


SUMMARY 


Introductory notes point out the normal, slow and gradual development of the sexual 
instinct in connection with psychobiologic components of the evolutionary processes of the 
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human being’s personality, in which physical, especially endocrinologic, factors play a 
significant role. A possible relationship between endocrine disturbances and aberrations of 
sexual behavior is expressed. The special description of 7 cases of exhibitionism include the 
clinical, psychopathologic study, and therapeutic attempts of the following: 1 case of a 
Psychopathic Personality, Without Psychosis; 1, case of a Manic-depressive Psychosis; 1 
case of a Psychopathic Personality with Psychosis; 1 case of a Cerebral Arteriosclerosis; 1 
case of a Post-traumatic Personality Disorder; 1 case of a Postencephalitic Personality Dis- 
order; and | case of a Conversion Hysteria. 

Only the conversion hysteria case was a female patient—all others were males. Five 
cases of schizophrenia, including 2 female patients, are also mentioned briefly to emphasize 
the fact that exhibitionism is not a rare symptom in the markedly regressive types of schizo- 
phrenia. The 3 female patients, among a total of 12 patients, would be a certain basis to 
assert that exhibitionism, from the psychopathologic standpoint, is not purely a male phe- 
nomenon, as is generally claimed. 

From a clinical point of view, exhibitionism can be subdivided into two syndromes: (1) 
in cases of the most various neuromental disorders, where exhibitionistic performances are 
predominant and play the role of sexual offense; and (2) in cases, mostly schizophrenics, 
where exhibitionism is only on a secondary plane, being only an insignificant symptom of 
sexual symbolization. 

The psychologic study includes Rorschach and Szondi tests, and finger paintings. A 
biologic approach to this problem includes the determination of the 17-ketosteroids in rest 
and during the stress of the epinephrine test, performed in only 3 cases. In one case, there 
was found an abnormal response tested on the determination of the 17-ketosteroids. The 
discussion of all the cases is based predominantly upon a survey of the existing literature, 
especially in connection with the conceptions of Karpman and the most recent psycho- 
dynamic explanations of Rickels. 

A critical presentation of many of the hypotheses about the meaning of exhibitionism is 
offered. The opinion is expressed that exhibitionism could be considered as a symptom of 
regression in the most various neuromental disorders, in which still unknown and unde- 
terminable factors play an essential role. In conclusion, there is a short discussion about 
treatment and about exhibitionism as a sexual offense, and sorne suggestions for the fight 
against it are given. 
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RESUMEN 


Se describe el desarrollo normal, lento y gradual del instinto sexual en su relacién con los 
componentes psicobiolédgicos del proceso evolutivo de la personalidad humana, y el impor- 
tante papel que juegan en dicho desarrollo los factores fisicos —especialmente endocrino- 
Idgicos. Asimismo, se expresa la posible correlacién entre los trastornos endocrinos y las 
aberraciones de la conducta sexual, describiéndose 7 casos de exhibicionismo, incluyendo el 
estudio clinico, psicopatolégico y ensayos terapéuticos realizados en los siguientes casos: 1 
de personalidad psicopdatica, sin psicosis; 1 de psicosis maniaco-depresiva; 1 de personalidad 
psicopatica, con psicosis; 1 de arterioesclerosis cerebral; 1 de trastorno post-traumatico de 
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la personalidad; 1 de trastorno post-encefalitico de la personalidad y | de histeria de con- 
version. 

Solamente en el caso de histeria de conversién el paciente era del sexo femenino, tratan- 
dose de varones en todos los demas casos. Cinco casos de esquizofrenia, incluyendo 2 pacien- 
tes femeninos, se mencionan también ligeramente para realzar el hecho de que el exhi- 
bicionismo no es un sintoma raro en los tipos marcadamente regresivos de esquizofrenia. 

Los 3 pacientes femeninos, de un total de 12 casos, son prueba suficiente de que el exhi- 
bicionismo, desde el punto de vista psicopatoldgico, no es un fenédmeno puramente mascu- 
lino, como generalmente se sostiene. 

Clinicamente considerado, el exhibicionismo se puede subdividir en dos sindromes: (1) 
numerosos y variados casos de trastornos neuromentales, en los que predominan los actos 
exhibicionistas que llegan a ser ofensas sexuales, y (2) casos, en su mayoria de esquizo- 
frénicos, en los que el exhibicionismo ocupa sdlo un plano secundario, constituyendo tnica- 
mente un sintoma insignificante de simbolismo sexual. 

El estudio psicolégico incluye las pruebas de Rorschach y Szondi y dibujos y pinturas 
digitales. Un enfoque bioldgico de este problema, incluye la determinacidn de los 17-cetos- 
teroides en estado de reposo y durante la sobrecarga determinada por la prueba de la adre- 
nalina, realizada sdlo en 3 casos. En un caso se hallé una respuesta anormal a la prueba 
de la determinacién de los 17-cetosteroides. El estudio de todos los casos esta basado prin- 
cipalmente en una revisi6n y examen de la literatura médica disponible, sobre todo en re- 
lacién con las concepciones de Karpman y las mas recientes teorias psicodindmicas de 
Rickels. 

En este estudio se hace la critica de muchas de las hipotesis que existen sobre el significado 
del exhibicionismo. Se expresa la opinidn de que el exhibicionismo debe ser considerado 
como un sintoma de regresidn en la mayoria de los diversos trastornos neuromentales, en 
los cuales juegan un papel esencial ciertos factores desconocidos e indeterminados. En 
conclusién, se analiza brevemente la terapia, y el exhibicionismo como ofensa sexual y se 
exponen algunas sugestiones para combatirlo. 


RESUME 


Dans son introduction, l’auteur rappelle les points essentiels du développement normal, 
a la fois lent et graduel, de I’instinct sexuel par rapport aux éléments psycho-biologiques des 
procéses évolutionnaires de la personnalité humaine, ot: les facteurs endocrinologiques 
jouent un rdle essentiel. On signale la possibilité d’une relation entre les perturbations 
endocrines et les aberrations du comportement sexuel. L’auteur donne une description 
spéciale de 7 cas d’exhibitionnisme qui rend compte des résultats d’une étude clinique et 
psycho-pathologique, ainsi que des essais thérapeutiques correspondants, sur les cas sui- 
vants: 1 cas de personnalité psychopathique sans psychose; 1 cas de psychose manic-dé- 
pressive; 1 cas de personnalité psychopathique avec psychose; | cas d’artériosclérose céré- 
brale; 1 cas de perturbation de personnalité post-traumatique; 1 cas de perturbation de 
personnalité post-encéphalitique; et 1 cas d’hystérie de conversion. 

Seul le cas d’hystérie de conversion était un sujet du sexe féminin—tous les autres étaient 


volume xiv, number 1, March, 1953 | 49 


JOURNAL OF CLINICAL AND EXPERIMENTAL PSYCHOPATHOLOGY 








OSKAR GUTTMANN 


du sexe masculin. Cing cas de schizophrénie, dont 2 du sexe féminin, sont aussi mentionnés 
briévement pour mettre en évidence le fait que l’exhibitionnisme n’est pas un symptéme 
peu fréquent des types nettement régressifs de schizophrénie. Les 3 sujets du sexe féminin, 
sur un total de 12 sujets étudiés, constituent une base suffisante pour affirmer que I’exhibi- 
tionnisme, du point de vue psycho-pathologique, n’est pas purement un phénoméene propre 
au sexe masculin, ainsi qu’on le croit généralement. 

Du point de vue clinique, on peut subdiviser l’exhibitionnisme en deux syndromes: (1) 
dans les cas extrémement variés de dérangements névro-mentaux, ou des actes d’exhibition- 
nisme prédominent et constituent l’outrage sexuel; et (2) dans les cas, en majorité schizo- 
phréniques, ow: l’exhibitionnisme est au second plan, n’étant alors qu’un symptéme insig- 
nifiant de symbolisation sexuelle. 

L’étude psychologique comprend des essais de Rorschach et de Szondi, ainsi que des 
peintures digitales. Une étude biologiquedece probleme comprend la détermination des 17- 
cétostéroides au repos et sous la tension de |’épreuve a |’épinéphrine, appliquée dans 3 cas 
seulement. Dans un cas, on a observé une réaction anormale dans la détermination des 17- 
cétostéroides. L’étude de tous les cas est basée surtout sur un examen de la bibliographie 
existante, en particulier sous le rapport des conceptions de Karpman et des explications 
psycho-dynamiques plus récentes de Rickels. 

L’article contient aussi une présentation critique d’un grand nombre des hypotheses rela- 
tives a la signification de l’exhibitionnisme. On émet l’opinion que |’exhibitionnisme pour- 
rait étre considéré comme un symptéme de régression dans les cas les plus variés de dérange- 
ments névro-mentaux, dans lesquels des facteurs encore inconnus ou indéterminables jouent 
un réle essentiel. A titre de conclusion, l’auteur donne un bref exposé sur les modes de 
traitement et sur l’exhibitionnisme en tant qu’outrage sexuel, et indique quelques suggestions 
sur les moyens propres a le combattre. 


DISCUSSION 
Leonard Gilman, M.D. 


MONTCLAIR, N. J. 


Those who practice dynamic psychotherapy with patients who manifest compulsive 
sexual paraphilias surely recognize that exhibitionism is a symptom motivated by uncon- 
scious factors. This paper serves a real purpose in emphasizing that exhibitionism may be 
considered a recapitulation by modern man of historically primitive attitudes toward the 
penis. This is consistent with those concepts of dynamic psychology which recognize that 
the unconscious behaves in a primitive manner, not only as it evidences itself in dreams and 
fantasy symbolism, but also in the impulsive acts that occur during the waking state. It 
serves to further an understanding of exhibitionism as a symbolic, symptomatic protest not 
only against society in general, but individuals (usually parents) in particular. 

Because it is possible to cure such patients only when the symptom is unrelated to a 
psychosis and when the patient is accessible by psychotherapeutic methods, the author takes 
a pessimistic attitude. Fortunately, many exhibitionists may be placed in the category of 
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the neuroses and often require neither hospitalization nor come into conflict with public 
authorities before voluntarily seeking psychiatric treatment. In my own practice, I have 
treated a number of such patients, a large percentage of them successfully. Although the 
illegal aspects of their conduct may, as Dr. Guttmann suggests, serve to gratify a maso- 
chistic demand for the patient, it should also be recognized that the existence of such laws 
also serves a beneficial purpose in that it propels early cases to voluntarily seek private 
(or clinical) psychotherapy in order to avoid anticipated disastrous experiences with society. 
The courts would do well to recognize that treatment of less advanced cases carries a rea- 
sonably good prognosis and therefore to insist upon treatment in first offenders. 


The author is to be congratulated for this study which is truly a contribution to the 
further understanding of this provocative medical, social, and legal problem. 
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Concept and Classification of Neuroses 


Honorio Delgado 


LIMA, PERU 


The objective student of psychiatry today finds that “neurosis” is a vague term on which 
there is almost no general agreement. The definition of neurosis varies from author to 
author depending on the individual’s point of view as a psychiatrist. The many types 
of neuroses exhibit varying symptoms, but their origin, evolution, prognosis, and treat- 
ment cannot be reduced to a single common basis. If, for example, hysteria is com- 
pared with the compulsive neurosis, or the neurosis of expectation with the anxiety 
neurosis, it will be seen that no least common denominator is possible in any of the nosologic 
aspects mentioned. 

Many theoreticians of psychosomatic medicine overemphasize the role of neurosis, re- 
garding it as the initial phase or the essential component of every physical ailment. This 
has resulted in the significance of the term becoming so confusing that it has lost consistency 
and distinctive value. The author does not deny the importance of the psychologic factor 
at the outset and during the development of organic diseases, since the subjective nature 
of the patient is inextricably tied up with his illness. The psychologic makeup of the indi- 
vidual may increase the number of symptoms and contribute to the teleologic structure of 
physical diseases, especially through instinctive tendencies and feelings. It is not legitimate, 
however, to define every instance of participation of psychic activity in somatic disorders 
as neurosis. 

A similar excess is committed by those psychiatrists who consider that neuroses, or at 
least certain neuroses, may be found without distinction in people of all types. Many 
conscientious research scientists share this extreme view along with its complement that 
the psychology of neuroses is identical with the overall psychology of the human being. 
In the first place, the cardinal importance of predisposition is overlooked in this theory. 
Except in the very rare cases of collective pathology, where mass suggestion unleashes 
momentary behavior disorders very much like neuroses, experience—especially the immense 
experience we derived from wars in this century—tells us that only comparatively few 
individuals fall prey to neuroses arising from externa! circumstances to which large seg- 
ments of the population are equally exposed. 

Identification of neurotic phenomena with those of normal psychic life is an unscientific 
simplification. Psychic disorders are not recognized in themselves unless they are distin- 
guished from normal phenomena. It is obvious that psychopathologic afflictions share 
features basic to general psychology, but apart from this, the former are psychopathologic 
only because they deviate from the course and mode of normal psychic life. Because Freud 
overlooked this elementary consideration, he was led to the paralogism that neurosis is a 
product of civilization, and that civilization itself is a neurosis. 

After studying patients over a period of years, the author has come to the conclusion 
that neuroses appear in subjects whose psychosomatic constitution peculiarly predisposes 
them to neuroses; in some cases, this predisposition is manifest from childhood on. Further- 
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more, the backgrounds of abnormal personality types show an infinitely higher frequency 
of neuroses than in normal personality types. Investigation into the families of patients 
with the most clear-cut neuroses reveals the influence of homologous heredity. The statistics 
of Felix Brown illustrate that fact: among parents of individuals suffering from anxiety 
neuroses, 21.4 per cent are victims of the same neurosis, 1.6 per cent are hysterics, and 0.0 
per cent suffer from compulsion neuroses; among parents of hysterical individuals, 9.5 per 
cent suffer from anxiety neuroses, 19.0 per cent suffer from hysteria, 0.0 per cent from 
compulsion neuroses; among the parents of compulsive neurotics, 0.0 per cent suffer from 
anxiety neuroses, 0.0 per cent from hysteria, 7.5 per cent from compulsion neuroses.* 

One point on which there is little disagreement between psychiatrists is the difference 
between neuroses and psychoses. For most psychiatrists (and among them figure several 
outstanding authorities), neuroses are purely psychologic disorders with the exception of 
local organic defects or stigmas; neuroses are produced by motivation (psychogenic) and 
curable by psychotherapy. Psychoses are true cerebropathies determined by biologic 
causes and more or less curable by physicotherapy. 

Careful review of the facts shows that these opinions are not irrefutable either. Certain 
facts contradict the view that neuroses are purely psychologic in nature: the presence of 
symptomatic neuroses in cerebropathies, e.g., in encephalitis, multiple sclerosis, brain 
tumors; the frequent incipience and occasional development over a long period of time of a 
psychosis manifesting only the characteristics of what might be called a “‘perfect’’ neurosis; 
and the progress of many cases of neuroses, particularly the compulsion neurosis, with the 
same “‘malignity” that marks the development of the most serious psychoses. 

Clinical experience offers tangible evidence contradicting the theory of the exclusive 
psychogenesis of neuroses: (1) often the neurotic disorder appears spontaneously and has 
no connection with any other event, either simultaneous with or previous to the incipience 
of the neurosis; (2) some neuroses, especially anxiety neurosis, appear and disappear peri- 
odically, and, considering the case histories and the effectiveness of physical therapeutics, 
these neuroses might be attributed to purely endogenous causes; (3) many cases of psychoses 
seem to be caused by profoundly disturbing events; (4) in psychoses psychologic factors very 
often motivate semeiogenesis, i.e., the appearance of symptoms and, yet, these factors are 
not at the bottom of the psychosis itself. 

The view that neuroses can be treated by psychotherapy is not absolutely valid either 
for (1) many neurotic disorders which appear spontaneously likewise disappear spontane- 
ously; (2) neuroses resistant to every form of psychotherapy are usually cured or relieved 
by physical treatment; (3) psychotherapy is a more or less effective complement in the 
cure of psychoses, just as it is in the case of organic diseases. 

There is one great difference between neuroses and psychoses that must be emphasized: 
in most cases of neuroses, the predisposed personality is quite characteristic with either 
neuropathic or neuropathic traces, while, in most cases of psychosis, the personality shows 
no affinity with the subsequent disorder. 





* Eliot T. O. Slater: Genetics in psychiatry, J. Ment. Sc. 378:33, 1944. 
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The foregoing contrast with psychoses is extremely useful in ascertaining the nature of 
neuroses, as can be seen when an attempt is made to divide neuroses into two distinct classes. 
However, if the essential nature of neuroses is to be apprehended, positive comparisons 
are needed. With this in mind, abnormal breakdowns and abnormal psychic reactions are 
considered in the following paragraphs. 

An abnormal breakdown means that the subject has failed to adjust effectively to the 
social and moral conditions under which he lives. It entails an abnormal overcoming of 
difficulties inadequate to the fulfillment of potentialities of his nature. Such an attitude 
causes the subject to attempt inferior, immature, primitive methods of adapting to reality. 
Previous breakdowns of a similar nature may favor such a collapse and provide justification 
for slow disintegration. This is particularly true in individuals of weak character when the 
personality is still developing. In addition, there are crucial times in life, such as puberty, 
adolescence, menopause, or presenility, which may hasten the breakdown. Other important 
transitions in life such as starting to attend school, the initial stages of professional activity, 
marriage, or widowhood may have the same effect. 

Certain neuroses have characteristics and histories in common with those of abnormal 
breakdown. Although not all neuroses fall into this category, it includes other types of dis- 
integration such as crime, resentment or disorientation of values because of loss of faith,* 
none of which can be considered a neurosis in itself. It is an error, therefore, to say that what 
distinguished a neurosis is nothing more than a disturbance in the subjective working of the 
experience in the patient’s life. 

Abnormal psychic reaction consists of inexpedient individual behavior with results that 
are categorized as diseased. A difficult situation, or the cumulative effect of several dis- 
turbing events, may unleash an abnormal psychic reaction. This is partially comprehensible 
when the patient’s actions and personality are considered insofar as the intensity of the 
repercussion, the pathogenetic dynamics, and the psychologic structure of the content are 
concerned. And it is partially incomprehensible insofar as the diseased transposition pro- 
duced in semeiogenesis is concerned. In order to arrive at a more or less satisfactory, if 
still hypothetical, explanation of this aspect, one must have recourse to psychologic or 
extraconscious psychophysiologic mechanisms. 

Betterman* in a recent paper distinguishes two types of reactions: (1) The response type, 
caused by the difficulty of deciding upon the psychologic task which a situation demands; 
(2) The reflex type, released in the organism by difficulty, which acts to stimulate reflexes, 
chains of reflexes, or instinctive mechanisms. While the response is motivated and its 
purpose is psychologic, the reflex is caused and its purpose is one of biologic activity. Thus, 
the expressive aspect of the physical symptoms of the reaction may be purely vital and 
not psychologic. 

In most neuroses, the characteristics of the reaction are manifest. Both types are usually 
present depending on the peculiarities of the constitutional reactivity of the patient. But 





* Honorio Delgado: La Formacién espiritual del individuo, third edition, Lima, 1949, Chapter IV. 
* Albrecht O. Bettermann: Neurosebegriff und Neurosetherapie, Der Nervenarzt, 7:266, 1951. 
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CONCEPT AND CLASSIFICATION OF NEUROSES 


not all neuroses are abnormal psychic reactions, nor are all reactions of this type neuroses. 
Thus, for example, we have the paranoid reactions of the deaf which would never be classified 
as neuroses. Genetically, the mechanism is similar in both cases, but phenomenologically 
paranoid reactions are similar to paranoid psychoses. 

In view of the preceding considerations, neuroses can be divided into two groups: (1) 
Psychoneuroses, which are mainly reactions, include hysteria, hypochondria, the neurosis 
fear, and psychogenic depression; (2) Bioneuroses, mainly endogenous, are the anxiety 
neurosis and compulsion or obsessional neurosis. Environment and psychobiologic consti- 
tution affect both groups, but, in the first, environmental influence is predominant and, 
in the second, hereditary predisposition. 

Psychogenic depression should rightfully occupy an intermediate position between psycho- 
neuroses and bioneuroses, since it often appears and disappears spontaneously. When 
external factors come into play, they seem to act solely as precipitating agents. The de- 
pression then follows its course, although incidental difficulties may disappear. Moreover, 
in such cases, physiotherapy is more effective than psychotherapy, as occurs in the case of 
anxiety neurosis. These facts were confirmed by Lopez Ibor and Marco Merenciano, who 
helped clarify the endogenous cause of both types of neurosis.* 


SUMMARY 


1. Neuroses are psychic disorders strongly influenced by external events either in genesis, 
form, evolution, or simply in content. 

2. Some neuroses may affect the semeiogenetic dynamics and teleologic structure of or- 
ganic diseases, but not all psychic components of ailments are neuroses. 

3. No general agreement is possible concerning the nature, genesis, evolution, or cure of 
neuroses. 

4. Most neuroses are fundamentally different from psychoses, and the predisposed per- 
sonality is more characteristic of the former than of the latter. 

5. The idea of the abnormal breakdown is broader than that of neuroses; consequently, 
the latter cannot be defined merely as a disturbance in the subjective development of events. 

6. The idea of the abnormal psychic reaction, with psychologic and biologic determinism, 
applies to most types of neuroses as well as to other mental disorders. 

7. The varying nature and genesis of neuroses require classification in two groups: (1) 
psychoneuroses, predominantly reactive of which hysteria is the most typical; (2) bioneuroses, 
mainly endogenous, which include compulsion and anxiety neuroses. 


RESUMEN 


El autor establece que las neurosis son desdérdenes psiquicos en los cuales los aconteci- 
mientos desempefian un papel importante, ora en su génesis, en su contenido y en su evolu- 
cidén, ora solamente en su contenido, y que algunas neurosis pueden influir en la dinamica 





* F. Marco Merenciano: Psicosis Mitis, Madrid, 1945. J. J. Lopez Ibor: La Angustia Vital, Madrid, 1950. 
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semiogenética de las enfermedades orgdnicas y en su estructura teleoldégica, pero no todo 
componente psiquico de la dolencia es una neurosis. 

Afirma que no hay un concepto univoco de las neurosis en lo que respecta a su naturaleza, 
ni a su génesis ni a su evolucién y curacién, y que las mds de las neurosis son fundamental- 
mente distintas de las psicosis, siendo la personalidad premorbosa en el caso de las neurosis 
mas caracteristica que en el caso de las psicosis. 

El concepto de quiebra anormal de la existencia —dice— es mds amplio que el de neurosis, 
de modo que no puede definirse ésta sdlo como una perturbacién de la elaboracién subjetiva 
de los acontecimientos. El concepto de reaccién psiquica anormal, con determinismo psico- 
ldgico y bioldgico, corresponde tanto a la mayoria de las especies de neurosis, cuanto a otros 
desérdenes mentales. 

Por ultimo clasifica la diferente naturaleza y génesis de las neurosis en los dos grupos 
siguientes: 1. Las psiconeurosis, predominantemente reactivas, de las cuales la mas tipica 
es la histeria; 2. Las bioneurosis, predominantemente enddgenas, que comprenden la neuro- 
sis de angustia y la neurosis compulsiva. 


RESUME 


Les névroses sont des troubles psychiques qui sont fortement influencés par les éveéne- 
ments extérieurs, dans leur origine, leur forme et leur évolution, ou seulement dans leur 
teneur. Certaines névroses peuvent affecter les facteurs séméiogénétiques et la structure 
téléologique des maladies organiques, mais tous les éléments psychiques qui interviennent 
dans les maladies ne sont pas des névroses. II n’est pas possible d’établir de régle générale 
au sujet des névroses, leur nature, leur origine, leur évolution ou leur traitement. La plu- 
part des névroses sont essentiellement différentes des psychoses, et tout sujet prédisposé 
participe plus du premier groupe que du deuxiéme. 

La notion de prostration anormale est plus ample que celle de névrose; il s’ensuit qu’on 
ne peut pas définir une névrose comme étant simplement une perturbation de |’évolution 
subjective des événements. La notion de réaction psychique anormale, avec déterminisme 
psychologique et biologique, s’applique a la plupart des cas de névrose, ainsi qu’aux autres 
troubles mentaux. La nature et l’origine variables des névroses nécessitent leur classifi- 
cation en deux groupes: (1) les psychonévroses, essentiellement réactives, dont I’hystérie 
est le cas le plus typique; (2) les bionévroses, surtout de caractére endogéne, qui compren- 
nent les névroses de contrainte et d’angoisse. 
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Therapeutic Response in Insulin Coma Therapy 
A Study of Vital Signs and Sensitivity * 


Albert E. Scheflen, M.D.t+ 
Elliot R. Reiner, M.D.** 
Bernard Cowitz, M.D.t+ 


WORCESTER, MASS. 


Some studies have suggested that a fundamental physiologic change occurs in schizo- 
phrenic patients who improve after insulin coma therapy. Gellhorn! and Gold,? for example, 
direct attention to improved reactivity of the sympathetic nervous system; Cameron and 
Jellinek* to the sympathetico-adrenal; Fortuyn‘ and Parker® to the autonomic nervous 
system as a whole. Their conclusions were based on observations of peripheral changes, 
e.g., blood pressure, pulse and pupillary reactions. The validity of such peripheral measure- 
ments in assessing fundamental physiologic processes will be discussed later. For the 
moment we shall consider two aspects of the problem: Are there actually physiologic altera- 
tions in improved schizophrenic patients that are absent in unimproved patients; and, if 
so, are these alterations of prognostic significance? 

The study of Cameron and Jellinek* indicates such alteration. Blood pressure and pulse 
were measured before and after insulin coma therapy in 22 schizophrenic males. Both 
values were initially low in those who later improved, returning to normal levels after 
therapy. In 10 unimproved patients, the initial values were not low and change did not 
occur. Variance became smaller with improvement. Gold? attempted to isolate sympa- 
thetic function by injecting mecholyl, then tested the return of blood pressure to preinjection 
levels. He reported an “improvement” or more rapid return to normal after insulin coma 
therapy in those patients who improved psychiatrically. Parker’ studied the clinical signs 
of sympathetic activity and parasympathetic activity during coma. Grouping the patients 
as predominantly sympathetic and predominantly parasympathetic, he reported improved 
patients in both groups. He concluded that this probably indicated that defects in autonom- 
ic balance were corrected by insulin therapy. 

The discovery that some patients respond to stress with epinephrine-like substances and 
others with nor-epinephrine-like substances led Funkenstein, Greenblatt, and Solomon® to 
relate these types to improvement with electroshock therapy. They found that epinephrine- 





* This is the third in a series of three articles. 
+ Dr. Scheflen’s present address is 111 N. 49th St., Philadelphia, Pa. 
** Senior Psychiatrist, Department of Mental Health, Commonwealth of Massachusetts, Research Service, 
Worcester State Hospital. 
Tt Psychiatrist, Clinical Service, Worcester State Hospital. 


volume xiv, number 1, March, 1953 | 57 


JOURNAL OF CLINICAL AND EXPERIMENTAL PSYCHOPATHOLOGY 








SCHEFLEN, REINER, AND COWITZ 


like responders, usually manic-depressive or schizo-affective patients, had a better prognosis. 
This group maintains blood pressure by an increase in cardiac output and pulse rate; the 
nor-epinephrine-like responders by an increase in peripheral resistance. Lundbaek and 
Magnussen’ demonstrated that the degree of temperature fall during coma becomes greater 
as the vasodilatation of skin vessels increases. Tietz and Klemperer found that temperature 
fall during coma was greater in the unimproved group. As far as we know these studies 
have not been confirmed. Of these authors only Tietz and Klemperer® felt that their findings 
had prognostic importance. Individual variations were large. 

Alterations in insulin sensitivity have been construed as indicating physiologic change. 
There is disagreement concerning the relationship, if any, of such change to clinical im- 
provement. Insulin dose requirements have been reported to decrease during the course 
of treatment in improved patients,® but Plattner!® reported the opposite. Katzenelbogen, 
et al," found no constant relationship between improvement and type or depth of coma 
reaction, blood sugar level, or insulin dose. 

It is generally agreed that improvement becomes less likely as duration of illness in- 
creases.!2, 18.14 There is no agreement on the relationship of improvement to age of the 
patient. Patients below 15 years of age and over 40 years of age’* are reported to have a 
poor prognosis. Ross and Malzberg" found a better response to insulin treatment in patients 
over 30 years of age. It has been said that weight gain during therapy is a necessary corollary 
to improvement.!?:!8 Kalinowsky" pointed out that weight gain may occur without im- 
provement. 

In an attempt to answer these questions the authors measured vital signs and insulin 
sensitivity in a group of improved and a group of unimproved patients. Change between 
the mean of the first 20 comas and the last 20 comas of treatment was calculated. These 
measurements of the improved group late in treatment could then be compared to the same 
measurements early in treatment, and in the unimproved group. Since more marked 
changes in psychiatric symptomatology had taken place in the improved group, the data 
should reveal concomitant change in physiologic function, if such changes reveal themselves 
in peripheral measurements. 


METHODS 


There were, after 33 exclusions, 67 schizophrenic patients treated with 50 insulin comas 
each; 37 women and 30 men. Details of selection and exclusion, collection of data, methods 
of measurement, definitions, and other facts pertinent to method have been published in 
two companion papers.'*: 2° Three statistics presumed to measure insulin sensitivity were 
used: the mean insulin dose required for coma; the depth of coma (cf. companion paper'’®) ; 
and the per cent of treatments in which coma failed to occur, expressed as the coma:treatment 
ratio. Twenty-four male patients were studied more intensively, 12 improved, and 12 
unimproved. 

Improvement was assessed in the following manner. Three groups were set up: Group I 
consisted of those in whom there was complete or virtually complete disappearance of all 
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THERAPEUTIC RESPONSE IN INSULIN COMA THERAPY 


TABLE I 


Comparison of the improved and unimproved groups in vital signs as 
measured each morning before insulin injection.* 


(Significant Differences in Italics.) 





Blood Pressure in mmHg. 








Pulse Rectal 
Sys- Dias- Pulse Beats Tempera- 
tolic tolic Press. Min. ture 
All Coma Days—The group mean 
of the means for 40 to 50 comas in Imp. 113.2 70.6 42.6 83.2 98 .58 
each subject. Unimp. 115.6 72.1 43.5 82.9 98.55 
Days Prior to the First Coma— 
Group means of 5-10 determination Imp. 108.5 69.0 39.1 79.4 _— 
in each subject. Unimp. 110.3 70.0 40.2 77.8 —_— 
First 20 Coma Days. Imp. 115.1 72.6 42.5 84.1 98 .63 
Unimp. 115.4 n.3 41.9 81.4 98.56 
Last 20 Coma Days. Imp. 112.0 70.4 41.7 83.3 98 .53 
Unimp. 114.9 72.0 43.3 83.3 98.55 
Mean change between first and last Imp. —2.6 —2.3f —0.3 —0.6 —.09 
half of treatment course. Unimp. —0.4 +0.7 —0.8 +2.1 —.02 
Number of individuals showing a 
statistically significant change in 
mean between first and last 20 Imp. 8 2 > 3 2 6 3 9 3 
comas.TT Unimp. 7 7 4 8 4 2 > 7 42 
Variance total for the group—40 to Imp. 13.2 11.7 9.6 9.3 172 
50 comas each subject. Unimp. 13.8 10.3 12.5 10 6 .183 
Number of individuals showing 
statistically significant change in 
variance between first and last 20 Imp. 1 2 i 4 i 2 22 
comas.tT Unimp. 0 1 2 4 :. 3 1 0 1 2 





*In both improved and unimproved there were significant differences between sexes in all vital signs. 
In variance and patterns of change the differences were not significant. Blood pressure and temperatures 
were higher in males; pulse rates were higher in females. Since there were more women in the unimproved 
group a correction was applied. 

fT tscore = 2.3; p = .03 

** Chi Square 3.1; p = .07 

tt First number represents those who showed an increase, and the second number those who showed a 
decrease in each vital sign. 
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psychotic symptoms and those who made an adequate social adjustment outside the hos- 
pital for at least three months; Group II included (a) those with unquestionable but limited 
improvement in psychotic symptomatology, with either limited extramural adjustment or 
improved hospital adjustment, and (b) Group I patients who relapsed within three months; 
and Group III, comprised those with no symptomatic improvement or with insufficient 
improvement to permit ground parole or transfer to an improved ward. 

A list of the subjects was given to each of the experienced staff psychiatrists who had 
observed the patient both before and after insulin therapy. Each subject was classified 
independently into Group I, II or III. The authors did not participate. If three judgments 
were not available a subject was excluded. The authors then classified the subjects into 
two groups: Improved, and Unimproved. To be classified as “Improved” required a Group I 
rating by at least two of the three psychiatrists, and a Group II rating by the third. Patients 
rated in Group III by three psychiatrists or in Group III by two and Group II by the third 
psychiatrist were classified as ““Unimproved.” Other combinations of ratings, e.g., Group II 
by two psychiatrists, or Group I by one and Group III by another, resulted in exclusion of 
the patient from the study. Patients with doubtful or borderline improvement are thus 
excluded. Malamud-Sands Rating Scale* assessments before, during, and after insulin 
therapy were used supplementarily in 25 subjects. This data has also been published 
separately.” 


RESULTS 


Table I summarizes the levels, change, and variance of blood pressure, pulse, and tem- 
perature in the improved and unimproved groups as measured each morning before 
treatment. 

There is an apparent tendency for a greater decrease in diastolic blood pressure as the 
course of treatment progresses in the improved group. However, 81 per cent of the im- 
proved patients did not show a significant decrease. No other differences appear. 


Table II summarizes the levels and reactivity of these vital signs during the hypoglycemic 
stages and after termination. 

There may be a greater temperature fall in the unimproved group during the subcoma 
phase. This difference is actually the result of a more rapid temperature fall at the time 
of subcoma and diaphoresis. Individual variations are marked. The diastolic decrease 
and temperature fall are of borderline statistical significance. They are not considered 
reliable differences in view of the lack of difference in similar measurements. Marked 
changes in mean basal blood pressure, pulse, or temperature occurred in some patients as 
insulin therapy progressed. In the last half of therapy, for instance, systolic blood pressure 
was 16 mmHg lower in several patients, and 10 to 15 mmHg higher in others, than it had 
been in the first half of therapy. Reactivity of the vital signs during hypoglycemia showed 
marked individual variations. For instance, diastolic pressure during coma in some patients 
fell to zero, while in others there was an occasional increase. Pulse pressure increases during 
coma varied from a mean increase of 13 mmHg in one patient to 83 mmHg in another 
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Ficure 1. Comparison of frequency curves of the improved and unimproved groups for the 
first 10 comas; the first 20 comas, and the number of treatments required to produce the first 
coma. Abscissa is units of insulin or number of treatments; ordinate is number of patients. 


(1) Mid interval for frequency of interval of 100 units of insulin. 


(2) Mid interval for frequency of interval of 50 units of insulin. 


(3) Mid interval for frequency of interval of three treatment days. 
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TABLE II 


Comparison of 12 improved and 12 unimproved schizophrenic men in levels and reactivity of 
vital signs as measured during the insulin treatment period. 


(Significant Differences are in Italics.) 





Post-treatment 








Period of Subcoma Period of Coma Period (20 min.) 
mean change* mean change* mean change* 
Systolic Blood Pressure 125 +12 135 +21 130 +16 Imp. 
135 +15 145 +25 136 +16 Unimp. 
Diastolic Blood Pressure 53 —l1 57 —8s 65 +1 Imp. 
51 —17 58 —i2 68 0 Unimp. 
Pulse Pressure 72 +23 78 +29 65 +16 Imp. 
83 +31 888 +37 67 +15 Unimp. 
Pulse Rate 86 +6 92 +12 91 +13 Imp. 
85 +5 91 +12 91 +12 Unimp. 
Rectal Temperature 98.2 —.18f 97.6 —.82 97.5 —.93 Imp. 
97.8 — 51 97.1 —1.21 97.0 —1.31 Unimp. 





* Mean change from measurement before injection of insulin. 
ft score = 2.1; p = .04. 


patient. These changes and individual variations were not related to improvement. It is 
probable that changes in vital signs are attributable to insulin therapy but not in accordance 
with psychiatric improvement. 

The measures of insulin sensitivity are compared in Table III. The unimproved group 
are more refractory to insulin early in treatment, a larger number of them being maintained 
at the upper level of sensitivity. The unimproved patients did not have fewer deep comas, 
but they had fewer adequate comas in the early phase of treatment, or more treatments 
were usually required before adequate comas were occurring regularly. No differences in 
degree or patterns of sensitivity were seen. 

Frequency curves for mean insulin dose and number of treatments required to effect 
the first coma are shown in Figure one. In the group who subsequently failed to improve 
the first coma was likely to be more difficult to produce and the initial comas occurred at 
higher dose levels. Only 16 per cent of the unimproved group had their comas at the lower 
level of sensitivity, below 275 units, as opposed to 58 per cent of the improved group. Only 
17 per cent of the unimproved had had 10 satisfactory comas by the end of the first month 
of treatment, as compared with 79 per cent of the improved group. 

There were, nevertheless, 10 unimproved patients who were markedly sensitive to insulin. 
The unimproved group were atypical, not simply more refractory in sensitivity. This was 
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partly due to the large proportion of catatonic patients in the unimproved group. A break- 
down into subtypes of schizophrenia reveals improvement in 65 per cent of schizo-affectives; 
45 per cent of paranoids, and only 29 per cent of catatonics. The insulin dose of the catatonic 
group had a significantly greater variance showing the tendency to very high or very low 
dose levels. Sensitization was rarely seen in the catatonic group. They also required 
more treatments to effect 50 comas. The greater refractoriness of the catatonic or the 
unimproved group was not due to a greater proportion of more uncooperative or hirsute 
patients, nor to more frequent spontaneous or electrically induced convulsions. Procedures 
lowering dose, outlined elsewhere,?° were apparently used less effectively or less commonly. 
This was especially conspicuous in 7 of the 10 refractory catatonic patients and seemed to 
be a factor in the higher doses. 

Eight of 24 male patients, who were studied more intensively,'* showed a significant 
increase in blood pressure during the treatment period without an increase in pulse rate 
and with a relatively marked fall in temperature. In 250 random comas it was demonstrable 
that the lower the pulse rate the greater was the temperature fall (F = 14.7; p = .001). 
Five of them were diagnosed schizo-affective in type. Four of the eight failed to improve. 
In all 67 patients the pulse rate, as measured before insulin injection, was analyzed by 
subtype and found to be significantly lower in the schizo-affective group (t = 4.1; p = .001). 


TABLE III 


Comparison of the improved and unimproved groups in sensitivity to insulin. 








Group Means for the Measures of Sensitivity Imp. Unimp. Significance 
Insulin dose required for coma (1) First 10 Comas 343 484 t = 3.3; p = .00l 
(in Units). (2) First 20 Comas 288 334 t=12;p = NS.* 

(3) Last 20 Comas 225 265 t=12;p =NS. 
(4) All 50 Comas 248 296 t = 15;p = NS. 
Mean Frequency of Third Stage Comat. 51 46 t = 0.2;p = NS. 
Per cent of Treatments in Which Coma Failed to Occur. 17% 25% t = 3.7;p = .001 


Per cent of Individuals 
Per cent of Patients in Group with a Mean Insulin Dose 


Above 275 Units.** 38% 60% CR =34;p = .001 
Per cent of Patients in Which 10 or More of the First 
20 Treatments Resulted in Satisfactory Coma. 79% 17% X? = 7.7; p = Ol 


Change in Sensitivity (Comparing the first 20 comas 
with the last 20). 


Mean Percentage Change in Dose. —19% —0% t=0.1;p = NS. 
Number of Patients in which Dose Decreased 16 22 X? NS. 
Changed Significantly. Increased S oa X? NS. 





* N.S. means Not Significant. 
+ 37 female patients only. 
** i.e. in the upper level of sensitivity. Cf. Ref. 20. 
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TABLE IV 


Comparison of improved and unimproved groups in age, weight, weight gain, and duration of illness. 








Improved Unimproved Significance 
Age (at Time of Therapy). 28 = 6.1 27 = 68 Not Significant 
Body Weight, Pretreatment (pounds). 131 + 23 139 + 22 Not Significant 
Weight Gain in Therapy (pounds). 233 = 8.5 21 = 9.7 Not Significant 
Duration of IIlness* (months). 19.5 a 17 24.6 + 23 Not Significant 


(t = 1.8; p = .10) 





* Dated from the onset of first psychotic symptoms as described by relatives. 


Table IV compares age, body weight, weight gain during therapy, and duration of illness 
in the two groups. The only difference is in duration of illness and that is not significant. 


COMMENTS 


Vital signs and insulin sensitivity measure only peripheral effects; the algebraic sum of 
complex compensatory and homeostatic mechanisms. As far as we know reliable measures 
of fundamental functions, such as epinephrine, nor-epinephrine or corticoid response, have 
not been applied to insulin therapy. Until this is done the autonomic and pituitary-adrenal 
responses during insulin therapy will be inferential. Theories of improvement through 
change in autonomic responsivity!: *. ** are based on such peripheral measurements. This 
study can neither refute nor confirm such theories, but it can test the observations upon 
which they are based. Tables I, II, and III show that no reliable differences obtained 
between the improved and unimproved groups of patients in levels, change, patterns, or 
variance of vital signs or in sensitization to insulin. If physiologic changes underlying 
improvement are manifest in any peripheral measurements, we might expect a difference 
between improved and unimproved patients late in therapy and, also, changes as therapy 
progressed in the improved group that do not occur in the unimproved group. These differ- 
ences are not seen and the data do not confirm studies hypothesizing autonomic altera- 
tion as basic for improvement.!: 3: 4» 5» 23 

The unimproved group was found to be more refractory to insulin, confirming the study 
of Tietz and Klemperer. The differences were significant, however, only in the early 
phases of treatment. In unimproved patients the first coma was more difficult to effect, 
required more treatments, and necessitated higher dosage, while adequate comas were less 
frequent early in treatment. Repeated failure to have coma was discouraging to many 
patients. Patients frequently felt overly tired after light, inadequate coma, but described 
a feeling of well-being after deep coma. Emotional attitudes, related to refractoriness and 
inadequate comas early in treatment, may be of prognostic importance. Since refractoriness 
was influenced by selection of dose and other modifiable factors,*° the clinician might play 
a role in prognosis and might favorably affect it by making an effort to promptly produce 
continued deep comas. 
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The unimproved group, as in previous studies,'?: '* had a longer mean duration of illness. 
Weight gain during treatment was not related to improvement, and the opinions of Von 
Braunmiihl"? and Sargent!* were not confirmed. 

Prognostic indications were not identified in the data that had reliability for an individual. 


SUMMARY 


Levels, patterns of change, and variance of blood pressure, pulse, temperature, and 
insulin sensitivity were studied during insulin coma therapy of 67 schizophrenic subjects. 

Thirty-two showed subsequent improvement. Reliable differences between these and 
the 35 who failed to improve were not observed, except that the unimproved patients were 
frequently more refractory to insulin early in treatment. This was partly due to relatively 
refractory catatonic patients whose improvement rate was low. The failure to effect ade- 
quate comas in the early phases of treatment may have had an unfavorable emotional 
effect and have been influenced by clinical management. 

The findings do not substantiate previous studies which are based upon theories that 
improvement is related to changes in autonomic responsivity. 

The measurements used have no reliable prognostic value for an individual. 
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RESUMEN 


Durante el tratamiento por el coma insulinico de 67 pacientes esquizofrénicos, se estudia- 
ron los niveles del coma, cuadros clinicos, variaciones de la tensién arterial, pulso, tem- 
peratura y sensibilidad a la insulina. Treinta y dos pacientes mejoraron ulteriormente. No 
se han observado diferencias notables entre éstos y los 35 que no mejoraron, excepto que 
los pacientes que no mejoraron fueron frecuentemente mas refractariosa la insulina al prin- 
cipio del tratamiento. Esto se debid en parte a los pacientes cataténicos relativamente re- 
fractarios, cuyo porcentaje de mejoria fué bajo. El no haber podido efectuar comas ade- 
cuados en las primeras fases del tratamiento, pudo haber tenido un efecto emocional des- 
favorable y haber estado influenciado por la direccidén clinica. Los hallazgos no confirman 
los estudios previos, basados en las teorias de que la mejoria esté relacionada con cambios 
en la respuesta autondédmica. Las mediciones empleadas no han tenido un valor prondéstico 
significativo para cada individuo. Se incluyen cuadros con estadisticas y una figura con seis 
graficas, presentando los valores comparativos para los grupos de pacientes mejorados y no 
mejorados, desde los diversos puntos de vista estudiados. 


RESUME 


Il s’agit d’une étude de la sensibilité 4 l’insuline portant sur 67 sujets schizophrénes. 
Le traitement mis en oeuvre a été divisé en plusieurs phases. Les phénoménes cliniques y 
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sont examinés par rapport a l’intensité des doses administrées. La dose d’insuline est 
mise en corrélation avec la fréquence des comas profonds, avec |’intervalle de temps entre 
l’injection et le début du coma, et avec les signes essentiels. La courbe de fréquence pour 
une dose moyenne d’insuline s’est montrée bimodale. Les données recueillies indiquent 
qu’il y a deux degrés distincts de sensibilité a l’égard de l’insuline. Au degré inférieur, on 
a observé une fréquence plus grande des comas profonds, une apparition plus rapide des 
symptémes, et un plus grand nombre de traitements produisant le coma. 

Le réle du composant neurogéne du syndrome général d’adaptation est admis en postulat, 
et le degré supérieur de sensibilité est censé étre df a une stimulation du type de |’épinéphrine. 
La variabilité des doses, la sensibilisation, le “zigzaguement” et autres manipulations sont 
examinés de ce point de vue. 

Le choix de doses plus fortes d’insuline a stimulé l’effet du type épinéphrine accompagné 
d’une plus grande résistance 4 l’égard de l’insuline. D’autres facteurs cliniques se rattachant 
a la sensibilité 4 l’insuline sont également analysés. On discute aussi des méthodes de 
manipulation des doses qui ont paru inefficaces. Vu que ces facteurs cliniques sont 
modifiables et influent sur la sensibilité, on en a déduit des suggestions pour améliorer les 
méthodes rationnelles de traitement. 

Trois chiffres ont été compris, avec un total de huit graphiques, montrant les relations 
des doses d’insuline. En outre, deux tableaux présentent les considérations cliniques par 
rapport a la sensibilité envers |’insuline. 
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